








NOVEMBER 4, 1939 


THE, LANCET 


Offices : 


Telegrams : LANCET, RAND, LONDON. 


7,/Apam STREET, ADELPHI, W.C.2. 


Telephone: TEMPLE BAR 7228 and 7229. 





No. XIX., or Vot. II., 1939. 


LONDON, SATURDAY, NOVEMBER 4, 1939. 
No. 6062. Vor. COXX XVII. rounded 1823. PuBLIsHED WEEKLY. bb nee af Mae 


Pp. 96—Price 1s. 
Annual Subscription : 





HEART AND BLOOD-VESSELS. 
PHYSIOLOGY AND PATHOLOGY. 
By J. PLESCH, M.D. 
Formerly Professor of Internal Medicine in the 
University of Berlin. 
“A well of information and provocative reading is manifest 
in this book . .. ought to be studied by everyone interested 
in the circulation and its disorders.”—-THE LANCET. 


[HE 


15s. net. 
Oxford University Press. 
Second Edition. Pp.190 + viii. 6s.net. Recently Published. 
RINCIPLES OF MEDICAL STATISTICS 


By A. BRADFORD HILL, D.Sce., Ph.D. 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 


SECOND EDITION. 
TROLOGY IN WOMEN. 
A HANDBOOK OF URINARY DISEASES IN THE 
FEMALE SEX. 

By E. CATHERINE LEWIS, M.S. (Lond.), F.R.C.S. (Eng.), 
Surgeon te the Royal Free Hospital ; Surgeon and Urologist to 
the South London Hospital for Women. 

I‘‘ This book should certainly make and keep for itself a place 
tn urological literature.’’—LANCET. 
Pp. viii + 100. With 4 Coloured Plates and 27 other 
Illustrations. Price 6s.; postage 5d.; abroad 9d. 
Bailliére, Tindall & Cox, 7 & 8, Henrietta-street, London, W.C.2. 


ADIOTHERAPY IN THE DISEASES OF 
WOMEN 
By MALcoLtm Deusapene, B.A. janted. ), F.R.C.S. (Eng.), 
, Ch. B. (Cantab. 
Physician Accoucheur =A Charge of Out-  athente, St. Bartholo- 
mew’s Hospital; Consulting Gynecologist, Royal Northern 
Hospital, &c. 
Demy 8vo. 148 pages. 11 Illustrations in the Text; 2 Plates, 
one in Colour. Price 7s. 6d. net; postage 6d. 
Hodder & Stoughton Ltd.. 20, Warwick-square, E.C.4. 


a EWIS’S LEN DING LIBRARY CATALOGUE 


Revised to December, 1937: containing over 20,000 titles in 
alphabetical order under Authors’ names, and a Classified Index 
of Subjects with names of Authors. 
Demy 8vo, 16s. net (to Subscribers, 8s. net). Postage 6d. 
London: H. K. Lewis & Co. Ltd., 136 Gower-street, W.C.1. 


2nd Edn. 490 pp. 14 Plates. 297 Illus. 30s. net; post, 7d. 
YSTOSCOPY AND UROGRAPHY. 
By JAS. B. MACALPINE, F.R.C.S 


“A credit to British surgery. *__Brit. JNL. OF SURGERY. 
Bristol: John Wright & Sons Ltd. London: Simpkin Marshall Ltd. 
HE CLINICAL INTERPRETATION OF AIDS 
TO DIAGNOSIS. 
Vols. I and II. race 10s. 6d. each. Postage ext 
Volume I.—* Each of the 45 Sections included in the book is 
contributed by ¢ an experienced worker. . . 
Volume I “We may say that the success of the first 
volume is here 1 repeated. . . .”-——BRITISH MEDICAL JOURNAL. 
-hysicians and surgeons cannot afford to omit the knowledge 
here outlined .”’— BIRMINGHAM MEDICAL REVIEW 
The Lancet Limited, 7, Adam-street, Adelphi, London, W.C.2. 





as PF) Yc “a 
ISEASES OF THE THYROID G 
WITH SPECIAL RE FERENCE TO THYROTOXICOSIS, 
By CECIL A. JOLL, M.S., B.Se., F.R.C.S. (Eng.) 
Crown 4to. Fully illustrated. £3 3s. net. 
“No praise is too high for the author of this great 
It: must be considered as the standard work on thyroid di 
Its pages summarise all that is known of this most interest: 
subject at the present day.”’—-Wrst LONDON MEDICAL JOURNAL, 
William Heinemann (Medical Books) rh 99, Great Russell- 
street, London, W.C 


JUST ISSUED—NEW (9th) EDITION 
Tor D& SANFORD’S 


CLINICAL DIAGNOSIS 
BY LABORATORY METHODS 








See Saunders’ Advertisement on 


Page 5 


Pp. 328 + xii. 12s. 6d. net. 
INTRODUCTION TO 


ISEASES OF THE CHEST. 
By JAMES MAXWELL, M.D. (Lond.), F.R.C.P. (Lond.). 
SEE PAGE 4. 
Hodder & Stoughton Ltd.. 20, Warwick-square, E. C.4. 
9 Plates and 135 Text Illustrations. 15s. net; postage 6d. 
DISEASES OF THE 
AR, THROAT AND NOSE. 
4 By J. DOUGLAS McLAGGAN, F.R.C.S. Eng. and Edin. 
London: H. K. Lewis & Co. Ltd., 136, Gower-street, W.C.1. 
PROBLEMS OF 
NASTHESIA 
IN GENERAL PRACTICE 
By D. H. LUKIS, M.D., B.S.Lond. 
Late Hon. Anmethotist. South London Hospital ; late Clinical 
Assistant, Ear, Nose, and Throat Degesiene, Queen’ 8 Hospital 
for Children ; Hon. Medical Officer, Kingston Victoria Hospital. 
eae 8vo. 7s. 6d. net (postage extra). 158 + vi pages. 
odder & Stoughton Ltd., 20, Warwick- -square, E.C.4. | 
Free to the Medical Profession on request. Cloth bound Ed. 5s. 
RTIFICIAL LIMBS. 
“SOLVITUR AMBULANDO.” 
A Symposium on Prosthetic Achievement. 
Pp. 72. 37 Coloured Plates. 
“1 congratulate you on this interesting, instructive, and 
artistic peoten. I consider it to be a very great addition 
to my library.’’—M.B., Ch.B., F.R.C.S 
J. E. Hanger & Co., Lid., 7 





, Rochampton House, 
Roehampton, 8.W.1 


In Two Volumes. SHELECTHD Bearers Ub 


OHN HUGHLINGS JACKSON, 
M. F.R.C.P., F.R.S. 
I.—EPILEPSY AND EPILEPTIFORM CONVULSIONS. 
II.—EVOLUTION AND DISSOLUTION OF THE NERVOUS SYSTEM: 
SprecH: Various Papers: AD x ig ¥ A LECTURES, 
Edited by JAMES TAYLOR, M.D. R.C.P. 
Ww on* Ms 7 advice and assistance of GORDON: HOLMES, M.D., 
Over id peatein each Yok” rice fie nt exh; poctagoert 
meet pages n each Vo rice 8. net eac por extra 
(inland 9d., abroad 10d.). 
Hodder & Stoughton Ltd., 20, Warwick-square, E.C.4. 

















—— FIVE x NEW x BOOKS 











New (24th) Edition. 


MATERIA 


A SHORT TEXTBOOK OF SURGERY 
By C. F. W. ILLINGWORTH, M.D., F.R.C.S. Ed. 
New (2nd) Edition. 12 Plates and 189 Text-figures. 2!s. 


DISORDERS OF THE BLOOD 
By L.E.H. WHITBY, C.V.0.,M.D., F.R.C.P., and C.J.C. BRITTON, 
M.D., D.P.H. New (3rd) Edition. 
61 Text-figures. 2s. 








12 Plates (8 Coloured) and 





HALE-WHITE’S 


PHARMACY, PHARMACOLOGY & THERAPEUTICS 
Revised by A. H. DOUTHWAITE, ™.D., 


J. & A. CHURCHILL Ltd., 104 Gloucester Place, LONDON W.I 


MEDICA 








F.R.C.P., Physician to Guy’s Hospital. 


RECENT ADVANCES IN 

OBSTETRICS AND GYNACOLOGY 

By A. W. BOURNE, M.B., F.R.C.S., F.R.C.O.G., and L. WILLIAMS, 

M.D.,F.R.C.S.,F.R.C.O.G. New (4th) Edition. 98 Wiustrations. 15s, 
RECENT ADVANCES IN MEDICINE 

By G. E. BEAUMONT, D.M., F.R.C.P., and E. C. DODDS, M.V.O., 

D.Sc.,M.D. New (9th) Edition. 42\lustrations. 15s. 












































































Inland £2 2s. Abroad £2 KAY OF GG 














THE LANCET,] THE LANCET GENERAL ADVERTISER [Nov. 4, 1939 


MERSON'S 


EMERGENCY SUTURE OUTFIT 


Twelve Sterile Sutures per box, each with half-curved needle. 











Various assortments of Catgut, Silk, Silkworm Gut and Horse-hair. 


OBTAINABLE FROM ALL SURGICAL INSTRUMENT HOUSES. 
G. F. MERSON LTD., EDINBURGH Ba 


RAY OLEX~Tablets — 


SQUIBB 
VITAMIN A and D TABLETS 


\ preparation of fish liver oils exceedingly rich in natural vitamins A and D. Physiologically standardised. 
Assimilable - - Palatable 


BOTTLES OF 80 - - - 3/6 BOTTLES OF 250 - - - 7/6 
Write for samples 


and literature to- E. R. SQUIBB & SONS DEPARTMENT 
SAVORY & MOORE LTD., 61, Welbeck Street, London, W.|! 


SOLE DISTRIBUTORS FOR GT. BRITAIN 


SUT 


































Ar 











Valentine’s Meat-Juice 


The Power of Valentine’s Meat-Juice 
to be Retained, to Aid Digestion, and 
to Sustain and Strengthen when Other 
Food Fails has been Demonstrated 
by Hospital Physicians and General 
Practitioners. 


Re 


TS 


Hbilih 


Pneumonia and Influenza 





William H. Peters, M.D., Admitting Physician, Camp 
for Consumptives, State of Rhode Island, Providence, R.I. : 
= wee ““VALENTINE’S MEAT-JUICE was the only nourish- 

+ moisten Sata ipl DIRECT ON a ie ment retained by my five-year-old daughter during an 
SRO ae ea) attack of Pneumonia. She is still taking it and gaining 

strength. | consider that it saved her life and believe 
it to be the best product of its kind on the market.” 


For Sale by European and American Chemists and Druggists. 


VALENTINE’S MEAT-JUICE COMPANY 


RICHMOND, VIRGINIA, U.S.A. 


a 


UTE 


oe 








A-12 


SM ML TOOT TOTO ET AAA 


EMU IAIN ONO TT 

























































































NOVEMBER 4, 


1939 


THE LANCET 


A JOURNAL OF BRITISH AND FOREIGN MEDICINE, SURGERY, OBSTETRICS, 
PHYSIOLOGY, CHEMISTRY, PHARMACOLOGY, PUBLIC HEALTH, AND NEWS 





No. 6062 


LONDON: SATURDAY, NOVEMBER 4 


1939 


CCXXXVII 





THE WHOLE OF THE LITERARY MATTER IN THE 


ADDRESSES AND 
ORIGINAL ARTICLES 


Future of Cardiac Sur- 


gery. By LAURENCE 
O’SHAUGHNESSY, 
of 8 ES eee 969 
Bacillus coli Infection of 
the Urinary Tract: Its 
Relation to Bowel Func- 
tion. By A. W. D. LEISH- 
 ® « 5.) a ae 971 


Effect of GEstrogens on the 
Urinary Volume. By 
E. P. SHARPEY-SCHAFER, 
M.R.C.P.,and 1. SCHRIRE, 
M.B. (illus.) wveencteees 973 

Neutralisation of Action 
of Heparin by Protamine. 
By ERIk JORPES, M.D., 
PEHR EDMAN, B.M., and 
TORSTEN THANING, B.M. 


Artificial Pneumoperi- 
toneum in Pulmonary 
Tuberculosis and Preg- 
nancy. By JOSEPHINE 
BARNES, M.R.C.P. 


975 


ae aS 976 
Anginain Aleukemic 
Leukemia. By J. B. L. 
TOMBLESON, M.D....... 


Normal T 
ATHELSTANE 
.P. (illus.).. 


977 
Analysis of the 
Wave. By 
HILL, M.R.( 
Expectant Treatment of 


Gas-Gangrene. By H. A. 
BRITTAIN, F.R.( adhe 


979 


981 


MEDICAL SOCIETIES 
ROYAL SOCIETY OF MEDI- 
CINE: Section of Ortho- 
peedics: Organisation of 
Treatment of Air-raid 


SD nishnctw 6 omerbis & 982 


THE NEW ENDOCRINOLOGY 


V—The Corpus-Luteum 
Hormone. By Prof. E. C. 


Donpps, F.R.C.P. (illus.) . 998 


GRAINS AND SCRUPLES 
I—From Rechauffeur. 1000 


CONTENTS ~* 


REVIEWS AND NOTICES OF 
BOOKS 
British Encyclopedia of 
Medical Practice. Under 
the general editorship of 


Sir Humphry Rolleston. 983 
Urine: Examination and 
Clinical Interpretation. 
By C. E. Dukes, M.D. 983 
Textbook of Pathology; 
A Correlation of Clinical 
Observations and Patho- 
logical Findings. By Prof. 
Charles W. Duval, M.D., 
and Prof. Herbert J. 
Schattenberg, M.D. 984 
Physiology and Pharma- 
cology of the Pituitary 
Body. By H. B. van 
ND arthia tetssere-t ea oe 984 
LEADING ARTICLES 
POOR Ot TINS by. ceccces 985 
PREVENTION AND TREAT- 
MENT OF GAS GANGRENE 985 
WHat Is NORMAL BLoop- 
PRESSURE 7... ..cccece 986 
CARCINOGENIC ACTION AT 
A DISTANCE ...cceseee 987 
ANNOTATIONS 
Women and Sport........ 988 
Sie CT ec a2 bans sed 988 


Studies on the Endometrium 989 


4 Year’s Work for Eyes .. 989 
Tuberculosis and Pregnancy 989 
The Doyen of Pharmacolo- 
| re 990 
Trinidad and its Troubles 990) 
M. & B. 693 in Gonococcal 
Endocarditis ......... 990 
NEW INVENTIONS 
A Light Carrier for Stret- 
chers. By A. P. THom- 
SON, F.R.C.P. (illus.).... 984 


SPECIAL ARTICLES 
Canned Foods in Relation 


to Health. 3y Sir 
WILLIAM SAVAGE, M.D.. 991 
The Sulphonamides in 


Wound Infections...... 996 
Medicine and the Law: 
-ray Tre oars nt Econo- 
mies A Wife’s Shock 
Lunacy ae Intention to 
DRNNUE TN hv oswettednece 997 


The Maudsley Hospital 
under Professor Mapother 997 

Treatment of Tuberculosis 1001 
. In England—Now.... 1010 


LETTERS TO THE EDITOR 
A Plan for British Hospi- 
tals (Dr. T. Izod Bennett) 1002 
Hardship in the E.M.S... 1002 
The Control of Tetanus 
(Maj.-Gen. H. Marrian 
PURTy, -ABEG,)..0:0 00+ 
The Conscripted Psycho- 
path (Dr. T. A. Ross).. 
Electrotherapeutics in 


1003 


1003 


Military Hospitals (Dr. 

Robent Leaver) ....... 1004 
Respiration in Utero (Dr. 

We Bes ROR) co ccccces 1004 
Regional Lleitis oe. H. J. 

Seddon, F.R.C.S 1004 
Children at the Tavietes k 

Clinic (Dr. A. . 

WOE sccssoeneeeees 1005 
Treatment of Venereal Dis- 

eases in the Field (Mr. 

V. E. Lloyd and Dr. 

David Erskine)........ 1005 
Blood Groups Explained ? 

(Dr. J. W. Shackle and 

Mr. Gordon P. Wallace ) 1005 
Royal Medical Benevolent 

Fund (Dr. Lewis G. 

re 1005 
The B.E.¢ .- and 

Research (Mr. J. P. 


Lockhart-Mummery, 


Pe: occeetecsces 1006 
Chest Surgery (Dr. A. 8. M. 
pS . SP eee 1006 


Infectious Disease in Eng- 


land and Wales ....... 1006 


LANCET IS COPYRIGHT 


MEDICAL NEWS 
University of Oxford..... 
University of Cambridge 
Royal College of Physicians 

Te eres 


Royal College of Surgeons 
of England ........... 
University of London .... 
Sedgwick Medal 
Society of Apothecaries of 
London 


Royal College of Obstetri- 
cians and Gynecologists 


Additional Group Officers 
Scottish Medical Curricu- 


Rr ere = 
Fellowship of Medicine. . 
Treatment of Sick Chil- 


Indian Medical Service .. . 
Cremation in War-time ... 


1006 
1006 


1006 


1007 
1007 
1007 


1007 


1007 
1007 


987 
1007 
1008 


1008 
974 


PARLIAMENTARY INTELLI- 


GENCE 

On the Floor of the House 

Question Time: Emer- 
gency Medical Service 
Reservation of Medical 
Students— Measles in 
Reception Areas 
Camps for Defective 
Children—Supply of 
Glucose—Retention of 
Slum Dwellings—Health 
Insurance Transfers— 
Deafness from Engine 
| Rae 


NOTICES 

Tetanus following Intra- 

muscular Injections... . 
In Honour of Cushing... . 
Influenza Virus Vaccine. . 
THe LANCET 100 Years Ago 
Vacancies — Births, 

Marriages and Deaths 

Appointments ........ 
Medical Diary 


1008 


1009 


1012 
1012 
1012 


1012 














THE LONDON 


AND COUNTIES 





Members receive UNLIMITED INDEMNITY (subject to the 
Articles of Association) against damages and costs in cases 
undertaken on their behalf and advice and assistance in all 
matters of professional difficulty. 


The estate of a deceased member is similarly protected. 





Full particulars and application form from :— 
Dr. R. W. DURAND, Secretary, VICTORY HOUSE, LEICESTER SQUARE, W.C.2. 


MEDICAL PROTECTION SOCIETY, Ltd. 


President: SIR CUTHBERT S. WALLACE, K.C.M.G., CB., F.RCS. 


Assets exceed £75,000 
Annual Subscription £1 


Entrance Fee 10s. 


(REMITTED TO RECENTLY 


QUALIFIED PRACTITIONERS) 


4 4553. 


Gerrar 4814. 























THE LANCET,] 








THE LANCET GENERAL ADVERTISER (Nov. 4, 1939 











i 


In convalescence 
where a milk diet is 
prescribed 
Cadbury's Bourn-vita 
is a proved aid 
to sleep 


THE sDEAL | 
FOOD DRINK 




















OURN-VITA is specially valuable as a food-drink for convalescents. It is very readily 
digestible. It is rich in phosphorus, and contains in concentrated form those 
elements essential to the proper nourishment of the body. 

Bourn-vita is made with fresh full-cream milk and eggs from British farms, British malt 
and Empire cocoa. It is a complete and carefully balanced food. 


CADBURY’S 


BOURN-VITA 


for natural, peaceful sleep 














aah cee et I ee 


ten on a 


4 




























































THE LANCET] 
ADDRESSES 


FUTURE OF CARDIAC SURGERY 
F.R.C.S. 


MAJOR, R.A.M.C. 5 SURGICAL SPECIALIST AT A CASUALTY 
CLEARING STATION; CONSULTING AND THORACIC SURGEON TO 
PRESTON HALL, AYLESFORD; SURGEON TO THE LAMBETH 
CARDIOVASCULAR CLINIC, LONDON 


By LAURENCE O’SHAUGHNESSY, 


Ir may be contended that prophesy forms no part 
of the equipment of the scientist, but the experimental 
surgeon, unless he is content to tread the well-worn 
paths of his predecessors, must have some vision of 
the future possibilities of his science. A better ideal 
than any surgical treatment of established organic 
heart-disease would be its total prevention. The 
recognition of the causal organism of syphilis and the 
early detection of syphilitic infection have limited the 
incidence of one fatal type of heart-disease. The 
secret of the cause, cure, and perhaps even the control 
of rheumatic infection should not be long delayed, 
although, if it were discovered today, there would 
remain many thousands of irretrievably crippled 
hearts as potentia! material for surgical repair. 

It is possible that dietary reform might limit the 
incidence of coronary disease, though the widespread 
incidence of arteriosclerosis and vascular degeneration 
among native peoples living on the most simple 
dietary offers small encouragement. It is also pos- 
sible that the correct management of psychological 
stresses might grant the victims of coronary insuffi- 
ciency a longer life, but it is difficult to see how this 
approach could prevent deposition of a thrombus on 
a diseased segment of artery. From the study of 
many cases of coronary disease it is hard to resist the 
conclusion that inheritance is the major factor con- 
cerned, and that, until the breeding of man can be 
controlled, disease of the coronary vessels will remain. 

In previous publications the various methods of 
surgical revascularisation of the heart have been con- 
sidered. Whatever arguments may be raised against 
grafting it has for the first time given the surgeon 
an opportunity of carrying out a large series of de- 
liberate and planned interventions on the heart, which 
will contribute to the future development of cardiac 
surgery. 

At the same time, as Levine (1937) has pointed out, 
the real key to further advance in the surgical treat- 
ment of established cardiac defects will only be pro- 
vided by the provision of some simple and efficieni 
method of maintaining the cerebral circulation while 
the heart is temporarily out of commission. Naturally 
there are many other problems of a more local nature 
for solution—the prevention of thrombosis at the site 
of an intracardiac operation may be cited—but, so 
long as the surgeon is faced with the certainty of 
irreparable cerebral damage if he interrupts the cir- 
culation for any appreciable period, he has little incen- 
tive to devise operative procedures which can never 
be carried out. 


PROVISION OF A BLOODLESS FIELD 

The initial difficulty of intracardiac surgery was 
the temporary provision of a bloodless field, and a 
solution was provided by Haecker many years ago. 
He interrupted the venous return to the heart by 
applying two clamps to the ven cave. When this 
is done, the blood remaining in the heart is rapidly 
expelled, and the cavity of the heart may be laid open 
without loss of blood, and operations may be carried 
out under direct vision. This method is superior to 
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the alternative procedure of clamping the aorta and 
pulmonary artery, because under these conditions the 
heart, in its efforts to expel its contents against an 
irremovable obstruction, soon suffers serious injury 
in its muscular wall. 

Haecker (1907) and Sauerbruch have reported on a 
series of animals operated on in this way ; some of 
them survived even after the circulation had been 
totally arrested for ten minutes while the heart was 
laid open and segments of a cardiac valve were ex- 
cised. I also have used 
this method during the 
last four years. The 
following are notes of 
an experiment in which 
the animal survived 
after I had excised a 
cusp of the pulmonary 
valve by Haecker’s 
technique. 


A right transpleural 
exposure of the heart 
was carried out in a cat 
under general anzsthe- 
sia with positive pres- 
sure. The pericardium 
was opened, and both 
vena cavee were exposed 





and clamped. After 
insertion of two stay 
sutures in the wall of 


the right ventricle just 
below the conus arteri- 
the 


1 — Heart 


Fic. three years 


osus cavity was after excision of pulmonary 
opened through a small valve. 
incision and a single 


cusp of the pulmonary valve seized with forceps and 
excised. The clamps were removed while the wound 
was approximated with the two-stay sutures and 
closed with two single-thread sutures. The clamps 
were in situ for 44 min. The animal made an un- 
eventful recovery and was killed some three years 
later, and it was found that the site of the cusp was 
occupied by a fibrous bar (fig. 1). 


CEREBRAL ISCHZMIA 

Despite the occasional success of this method—and 
it must be emphasised that in most cases there is no 
difficulty in restoring cardiac action—in operations on 
the human heart, the key problem of cerebral ische- 
mia remains, and there is evidence that this problem 
is of greater importance in man than in the lower 
animals. Experience with the Trendelenburg opera- 
tion has provided us with valuable information on 
this point. Death takes place from heart-failure in a 
massive pulmonary embolism, just as it will if the 
pulmonary artery is occluded with a clamp or a liga- 
ture, and the failure is due to overstretching of the 
myocardial fibres. Trendelenburg (1908) showed that 
this acute heart-failure could be cured by surgery, 
and on numerous occasions this dramatic operation 
has been rewarded by success, at least in so far as 
restoration of the circulation is concerned. The 
factor which has so limited the number of permanent 
recoveries has been the attendant cerebral ischemia. 
In many cases patients do not breathe again; in 
others respiration is restored but the higher centres 
have perished and consciousness is not regained. 

The exact period of ischemia tolerated by the 
various tissues of the body is still the subject of 
inquiry. It has been claimed that large glands like 
the liver and kidneys can recover function after the 
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circulation has been totally arrested for 17 min., and I 
and others have repeatedly observed recovery of 
cardiac contractions after 10 min. The period re- 
quired to produce permanent changes in the central 
nervous system is less certain. Trendelenburg (1908) 
from his clinical experience stated that any period 
over 45 sec. was fatal, and from experiments on apes 
he reached a similar conclusion, On the other hand, a 
patient of Nystrém’s (1930) made a complete recovery 
after occlusion of the aorta and pulmonary artery for 
105 sec. In the lower animals there is a wider range, 
but I believe that after a period of 30 sec. a danger 
zone is entered and, despite the success of many of 
Haecker’s experiments and despite my personal ob- 
servation of complete recovery in a cat after ischemia 
lasting 44 min., I do not believe that permanent 
recovery can be guaranteed once a period of 4 min. 
is exceeded. It must be remembered that many 
physiological observations on this point are suspect 
because of the difficulty of ensuring complete occlusion 
of both carotid arteries and both vertebral arteries. 
In the caval-clip method the circulation is arrested at 
its source and an absolute occlusion readily controlled. 

The only experiments in which the duration of 
cerebral ischemia can be controlled with complete 
certainty are those in which the isolated and perfused 
head isemployed. With this technique Houssay and 
Hug (1928) found that respiration and even reflexes 
might return after arrest of the circulation for 5 min., 
but after 11 min. recovery never took place. With 
the caval-clip method I have seen temporary re- 
covery in the cat but not in the dog after a period of 
occlusion lasting 10 min. It must also be remembered 
that it is one thing to have an animal resume respira- 
tion in an acute experiment and quite another to 
restore an animal permanently to its former state 

with its higher centres intact. 
ARTIFICIAL MAINTENANCE OF CEREBRAL CIRCULATION 

From time to time the proposal has been made that 
the cerebral circulation should be artificially main- 
tained during operations on the heart, but for the most 
part no detailed technique for this procedure is de- 
scribed. Thus Tuffier (1921) mentioned the injection 
into the carotid artery of oxygenated Ringer solution 
for this purpose, but he did not state the oxygen- 
carrying power of the solution or the amount which 
would have to 
be injected to 
preserve the 
higher centres 
from a fatal 
anoxzemia, 

The details of 
the method 
elaborated 
during the last 
three years may 
be found in the 
following pro- 
tocols of two 
typical experi- 
ments and in 
figs. 2 and 3, 
but an outline 
of the proce- 
dure will be 
given here. 

Perfusion 
was always 
made by can- 
nulation of the 
left common 
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Fic. 2 


Caval compression by 
Haecker’s method. 
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carotid artery, the right common carotid artery 
was occluded during the perfusion, and provision 
was made for a venous return from the left external 





























jugular vein. After prolonged trial of the Dale- 
Schuster pump—an apparatus which has obvious 
+. 
OXYGENATED HEATING BATH 
PUMP HA MOGLOBIN 
SOLUTION 
TO CAROTID 
ARTERY 


Fic, 3—Perfusion apparatus. 


and well-known advantages for perfusion experiments 
over a long period—motive power for the perfusion 
was provided by a pressure bottle in which a pressure 
of 120-160 mm. Hg was maintained. 

The most convenient and easily prepared vehicle 
for oxygen is the Amberson-HO6ber 5 per cent. solution 
of hemoglobin in Ringer solution. This solution not 
only is capable of maintaining the various centres 
intact during the short period required in these experi- 
ments but also has proved most efficient as a substitute 
for blood in carrying out an artificial circulation of 
the lower limbs over a period of hours. Blood carries 
18-5 c.cm. of oxygen per 100 c.cm., and this solution 
carries only 5 c.cm., but it is easy to increase the flow 
to compensate for this. 

The circulation was always arrested by the Haecker 
technique (fig. 2). After a right transpleural exposure 
the pericardium was widely opened and the venze 
cave were identified. The first clamp was applied 
to the superior vena cava immediately below the 
entrance of the azygos vein, and the second clamp to 
the inferior vena cava. As soon as the clamps were 
in place, the perfusion was started. At the end of 
10 min. the clamps were released, the heart filled with 
blood, and at once the cerebral perfusion was discon- 
nected. 


A large series of these experiments were performed 
both in cats and dogs, but few were successful. Often 
effective cardiac contraction did not persist and was 
replaced by a fatal and generalised fibrillation. In 
other experiments the heart resumed normal action, 
but too late for the adequate supply of the cerebral 
centres. Under these conditions the circulation 
would persist so long as artificial respiration was 
maintained, but the head reflexes did not return, and 
there was no attempt at natural respiration. 

A successful experiment demands that the brain 
should regain its normal blood-supply within a few 
seconds of the removal of the artificial perfusion. 
Respiration is at once resumed, and after repair of the 
extensive wounds in the neck and in the thorax com- 
plete recovery of the animal may be expected, as in 
the following protocols, 


Protocol A.—A dog, weighing 7 kg., was anzesthe- 
tised with morphia gr. 1} and nembutal gr. 3. The 
cervical structures were exposed by a middle-line 
incision, tracheotomy was performed, and a glass 
tracheotomy tube was inserted. The right common 
carotid artery was isolated, cannule were inserted into 
the left common carotid artery and the left external 
jugular vein, and the central end of each vessel 
was ligated. The carotid cannula was attached to the 
hemoglobin perfusion apparatus (fig. 3). The per- 
fusion was discarded as it returned from the jugular 
cannula. 

The heart was exposed by an incision in the fifth 
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intercostal space, and, once the chest was opened, 
artificial respiration by pump was initiated. The 
pericardium was widely opened and the site of entry 
of the ven# cave into the right auricle carefully 
identified. The first clamp was applied to the superior 
vena cava immediately below the azygos vein, and the 
inferior vena cava was occluded by a second clamp 
(fig. 2). As the first clamp was closed, head perfusion 
was begun, and the right common carotid artery was 
occluded. 

The heart immediately diminished in size as its con- 
tents were expelled, but cardiac contraction did not 
During the period of exposure the heart was 
kept warm by saline compresses. The head showed 
no special change as the new circulation took over. 
Eye reflexes remained, and the pupils did not dilate. 
Natural respiration ceased after the first minute. 

At the end of 10 min. the clamps were removed and 
the artificial circulation was discontinued. The 
heart was immediately released, and full circulation 
was resumed. 

The chest wound was closed by pericardial sutures, 
a row of muscular sutures, and a series of interrupted 
sutures. Artificial respiration was maintained for 
half an hour, and then the tracheotomy tube was 
removed and the tracheal wound carefully repaired. 
The large wound in the neck was repaired in the usual 
vay after ligature of the left common carotid artery 
und the left external jugular vein. 

The dog then made an uneventful recovery and is 
10W in every way a normal animal. 

Protocol B. A cat, weighing 3 kg., was anesthe- 
ised with ether. The steps of this experiment were 


cease. 


dentical with those described in protocol A, and 
again an uneventful recovery took place. This 
animal he: been under observation for some two 


years and -chaves in a perfectly normal manner. 

This method of cerebral perfusion is clearly unfitted 
for immediate clinical application, but it is presented 
as an example of the sort of work necessary for the 
further advance of the surgery of the heart. 
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BACILLUS COLI INFECTION OF THE 
URINARY TRACT 


ITS RELATION TO BOWEL FUNCTION 


By A. W. D. Letsuman, D.M. Oxfd, M.R.C.P. 


LATE CHIEF ASSISTANT TO A MEDICAL UNIT AT 8ST. 


MEW’S HOSPITAL, LONDON 


BARTHOLO- 


Tue coliform group of organisms is responsible for 
70-80 per cent. of cases-of urinary infection, a fact 
which is usually explained by the proximity to the 
urinary tract of the bowel as a reservoir of infection. 
How the organisms migrate is still far from clear, but 
at least it is evident that they may do so within the 
body, after absorption from the bowel wall, by direct 
spread in the tissues or through the blood-stream or 
the lymphatics. Alternatively the path of infection 
may be outside the body by transfer of organisms 
from the anus to the external urethral meatus. 
Experimental work on animals has shown the possi- 
bility of lymphatic spread of infection from the lower 
to the upper urinary tract. There is no doubt that 
the route of infection varies in individual cases. In 
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those relatively uncommon cases in which Bacillus 
coli can be isolated by blood-culture during the initial 
acute phase of the infection there is evidence of a 
spread by the blood-stream. Direct spread of infec- 
tion is the obvious explanation in any case where the 
urinary and alimentary tracts are adherent at some 
part of their course—e.g., an appendix adherent to 
the right ureter, or the colon and bladder bound 
together in diverticulitis or in carcinoma of the colon. 
In general, however, the cases in which one or other 
of these routes of infection can be suspected are 
uncommon. Neither clinical observation nor experi 
ments on animals have as yet established the common 
path of infection in the ordinary case of primary 
infection of the urinary tract with B. coli. 

The function of the large bowel, which is the 
natural habitat of coliform bacilli, must be considered 
in discussions on the xtiology of urinary infection with 
these organisms. The commonly expressed clinical 
that bowel dysfunction, especially 
constipation, is not uncommonly a factor in these 
cases. The observations here recorded were made in 
an attempt to establish more definitely whether such 
relationship does in fact exist or not, and if so what 
type of bowel irregularity is especially to be incrimin- 
ated. The first series of cases was a control group to 
discover whether urine obtained with due precautions 
from a normal person contains B. coli which can be 
recovered by urine culture. 


impression is 


METHOD OF EXAMINATION 


From all the females specimens of urine were 
obtained by catheter, the first few cubic centimetres 
of the sample being rejected as being urethral wash- 
ings. In males a midstream specimen was used. 

The culture technique used for these observations 
will allow the detection of coliform organisms even 
if present in minimal numbers. The method was 
originated by MacConkey and later adapted by 
Bardsley (1926) for testing samples of drinking-water 
for fecal contamination. MacConkey’s _ bile-salt- 
lactose broth* demonstrates by fermentation the 
slightest growth of B. coli and has the additional 
advantage of inhibiting to a large extent the growth 


of other organisms. Four tubes of this medium 
containing Durham’s tubes were used with each 


specimen, and quantities of urine from 10 ¢.cm., to a 
loopful (1. mm.) were inoculated. With the large 
inoculum it was necessary to use a double-strength 
medium owing to the dilution produced. Fermenta- 
tion was recognised by the colour change of the 
medium and by the presence of gas in the Durham's 


tubes and was recorded as +, +, -+ or 
, according to the tube in which it was 


observed. To assess the degree of contamination by 
other organisms, two further “ shake ” cultures from 
1 c.em. of urine were made on solid media (litmus- 
lactose-agar and plain agar). The bubble of gas 
formed by each colony of B. coli in the litmus-lactose- 
agar made their recognition a simple matter. In 
practice, however, since the investigation was con- 
fined to organisms of the coliform group, there was no 
confusion due to contamination. 


FINDINGS IN NORMAL PERSONS 


The control group consisted of 100 normal persons. 
The 50 males in this group consisted equally of those 
under thirty years of age and those between thirty 
and forty-five, the former being students and junior 


* Peptone 1 g., lactose 1 g., litmus solution 8 c.cm., sodium 
taurocholate 0-5 g., and tap water to 100 c.cm. 
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medical officers of the hospital and the latter patients 
attending the outpatient department for minor 
surgical ailments. The upper age-limit was imposed 
to obviate the complication of unrecognised prostatic 
In every case inquiry was made as to 
bowel and urinary function. It was impracticable 
to pass catheters on 50 normal healthy women. The 
females was therefore obtained 
from the surgical wards. For inclusion in this group 
it was insisted that the patients be convalescent and 
ambulant, have normal bowel and urinary function, 
and have had no operation on the urinary or alimen- 
tary tract or any pelvic organ. : 
B. coli were cultured from the urine of 3 men and 
4 women (see table, series l and 2). Of the 3 positive 
male cases 2 were negative on subsequent examination. 
The third remained positive for at least three weeks, 
but was negative when re-examined six months later. 


obstruction. 


series of ** normal 


B. coli INFECTION OF THE URINARY TRACT 
1 B. coli present - 
= Investigation Sub = 
> jects pA 
i] E 
1 | Urine from healthy 
males 50 2 l 3 
2 | Urine from healthy 
females 50 l 5 4 
Urine collected q 
vithout ase pti« | 
precautions from 
normal males 10 0 
4 | Urine collected 
without ase ptic 
precautions from 
normal females 10 6 2 1 9 
» | Urethral swabs 
from normal 
females 25 1 l 1 1 4 
6 | Urine from males 
with constipation 14 0 
7 | Urine from females 
with constipation 40) l 1 1 3 
8 | Urine from males 
with diarrha@a 16 (1)* 0 
9 | Urine from females 
with diarrhaea 36 i4 l 2 2 19 
10 | Effect of laxatives 
in normal females 12 1 1 
1-10 Total 263 25 3 7 8 43 


* Omitted from series (see text). 


There was no opportunity to re-examine the females. 
These 7 persons were in good health and free from 
any urinary symptom. The centrifuged deposit of 
their urines contained no excess of-white blood-cells. 
The few positive cultures obtained from these 50 
females and the fact that in the two sexes the number 
was almost the same show that the method of collec- 
tion of the urine was satisfactory, and that contamina- 
organisms from the vulva was negligible. 
catheter in women is a 
true sample of the bladder urine. This precaution is 
vulva commonly harbours 
the test, in which 
samples of urine were passed by 10 women directly 
into sterile jars without other precautions. In 9 
cases out of the 10 were B. coli grown from these 
urines, and in 6 cases there was a heavy growth 


tion by 
In fact, urine obtained by 


essential, because the 


coliform organisms, as shown by 


(see table, series 4), 


FINDINGS IN PERSONS WITH BOWEL DYSFUNCTION 
This group consisted of 14 men and 


Constipation. 
all of whom 


40 women (see 
complained of obstinate constipation. The diagnosis 
of constipation was more upon the hard 
character of the stools than upon the number of 
bowel actions, though this in few cases exceeded three 


table, series 6 and 7), 


based 
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a week. Two of the women had had no natural action 
in their memory, the bowel being emptied periodically 
by enemata (one of these patients had megacolon, 
which was subsequently much improved by sympathec- 
tomy). In this series B. coli were cultured from the 
urine of 3 women only—a proportion of positive 
results almost identical with that found in the control 
group. These observations, therefore, lend no support 
to the opinion that chronic constipation is in itself a 
predisposing cause of urinary infection. 

Persistent loose stools.—This group consisted of 16 
men and 36 women (see table, series 8 and 9). In 
every case the stools were loose and bowel actions 
Of the 52 persons 30 had definite ulcerative 
colitis and 4 paratyphoid fever. The remainder were 
a miscellaneous collection diagnosed as having 
‘colitis’ (unclassified), Of the 16 males only 1 
gave a positive culture. This case was subsequently 
omitted from the series, for necropsy showed that 
besides the ulcerative colitis there was a carcinoma 
of the sigmoid colon involving and obstructing the 


frequent. 


ureter. 

In contrast to the results obtained from the males 
19 positive cultures were obtained from the 36 women. 
These were evenly distributed through the group and 

drawn especially from those with the 
ulcerative colitis. In 14 cases the growth 
), but in 5 cases only was there 
blood-cells in the centrifuged 

In no case were there urinary 


were not 
severest 
was massive ( 

an excess of white 
deposit of the urine. 
symptoms. 

Temporary diarrhea due to laxatives.—In view of 
the high percentage of positive cultures obtained from 
females with persistent loose stools, observations were 
made on a group of healthy women in whom loose 
actions of the bowels were brought about by the use of 
laxatives (see table, series 10). This series consisted 
of 12 convalescent medical patients in reasonably good 
health. Their urines being first proved free from 
B. coli on culture, they were given sufficient aperients 
to cause the evacuation of loose stools for a period of 
three or four days. When the stools had been loose 
for at least three days, the urines were again cultured. 
In 1 case only was a positive culture obtained (at the 
second culture). This result is comparable with the 
7 positive cultures from the 100 normal persons 
(series 1 and 2), and the 3 positive cultures from 40 
constipated women 7). As it stands, the 
result is equivocal, but it may well be that, had the 
laxatives been given for a longer period, other cases 
in the series would have given a positive result. 

It is commonly believed that excess of laxatives 
may cause a relapse in a patient who is recovering 
from or has lately recovered from an attack of 
urinary infection. This effect was tested on a female 
patient in whom the B. coli infection had been particu- 
larly obstinate. After a third course of treatment 
with mandelic acid the urine at length became sterile. 
After an interval of three days aperients were given 
sufficient to cause very loose stools for three days, but 
the urine cultured on the fourth day was still sterile. 


(series 


B. coli IN THE URETHRA OF HEALTHY PERSONS 


Observations were made on 35 persons. <A group 
of 10 male medical students were instructed to pass a 
few cubic centimetres of urine into sterile jars without 
any preliminary cleansing of the glans. The whole of 
the urine was cultured in the usual way. No B. coli 
were grown from any of these specimens (see table, 
series 4). 

From 25 females with normal bowel and urinary 
function, Mr. C. K. Vartan, gynecologist, kindly 
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obtained swabs for me from the lowest } in. of the 
urethra, using ordinary sterile throat-swabs. 
were cultured in melted litmus-lactose-agar, from 
which plates were immediately poured. B. coli 
were grown in 4 cases (see table, series 5), but in 1 of 
these only two colonies were grown. This result is in 
contrast with the observations previously described, 
which showed that the vulva in most cases is heavily 
infected with B. coli (see table, series 4). It appears 
from this that in ordinary circumstances relatively 
few of the organisms from the vulva find their way to 
the urethra. To complete these observations it 
would be advisable to compare the bacteriology of the 
urethra in females with persistent loose stools and in 
those with normal stools. 


These 


DISCUSSION OF RESULTS 

It is difficult to assess the significance of the 
presence of B. coli in the urine of 7 of the apparently 
normal control series of 100 persons. It is to be noted 
that there was no excess of white blood-cells in the 
centrifuged deposit of the urine of any of these cases, 
and that of the cases re-examined all were subse- 
quently negative without having had treatment in 
the meantime. It is possible that healthy persons 
excrete coliform organisms in their urine from time 
to time, and that this slight symptomless bacilluria 
may develop into a clinical infection if the bodily 
resistance is lowered or the virulence of the organism 
for some reason increased. However this may be, it 
is clear that a positive urine culture alone is not neces- 
sarily evidence of a clinical infection of the urinary 
tract with B. coli. 

Although the number of cases examined is too small 
to establish the point, the proportion of positive 
cultures in the series of constipated persons and in the 
series given excessive laxatives is so similar to the 
proportion of positive cultures in the control group 
that it seems justifiable to conclude that 6-2 per cent.* 
of positive cultures is within the limits of normal 
health. This figure contrasts with 19 positive cul- 
tures obtained from the urines of 36 females with 
persistent loose stools. The difference between these 
two series is further emphasised by the fact that in 
only 4 of the former group was there a heavy growth 
of organisms as compared with 14 in the latter. 
Further, in none of the positive cases from the normal 
group was there excess of white blood-cells in the 
centrifuged deposit, as against 5 cases with excess of 
pus cells in the other series. It is concluded from these 
observations that persistence of loose stools in 
females is an xtiological factor in B. coli infection of 
the urinary tract. 

The absence of positive cultures from the group of 
males with diarrhea is in striking contrast with the 
findings in the females. It is suggested that this 
difference in the two sexes is due to the close anatomi- 
cal relation of the anus to the external urethral meatus 
in the female. Though it has been shown (see table, 
series 5) that normally few organisms spread from the 
vulva to the interior of the urethra, contamination of 
the perianal region is increased when the stools are per- 
sistently loose, and in these circumstances infection is 
likely to be transferred to the urethra in the act of 
cleansing after defecation, for the usual direction of 
wiping is from behind forwards. It follows that, as a 
prophylactic measure, any female with persistent 
diarrhoea and any patient under treatment for estab- 
lished urinary infection should be advised to reverse 
the direction. 


“* The figure 6-2 per cent. is calculated from 11 positive 
cultures in a total of 176 persons (see table, series 1, 2, 3, 6, 7, 
«und 10). 
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SUMMARY 

(1) A small proportion of apparently healthy sub- 
jects have a transient bacilluria. 

2) Persistent loose stools in females but not in 
males are an xtiological factor in B. coli infections of 
the urinary tract. 

(3) Constipation alone is not a factor. 


I wish to express my thanks to Prof. L. P. Garrod 
and Dr. Geoffrey Evans for much helpful criticism 
and advice during this work, and to Mr. C. K. Vartan 
and many members of the medical and nursing staff 
of St. Bartholomew’s Hospital for their codperation 
in obtaining the material for investigation. 


EFFECT OF (STROGENS ON THE 


URINARY VOLUME 


By E. P. SHarpey-Scuarer, M.R.C.P. 
FIRST ASSISTANT, DEPARTMENT OF MEDICINE, BRITISH POST- 
GRADUATE MEDICAL SCHOOL, LONDON: AND 
I. ScurtreE, Ph.D., M.B. Cape Town 
VOLUNTARY ASSISTANT AT THE SCHOOL 


Ir was recently claimed by Shapiro (1938) that the 
injection of cestrogens into women caused a diminu- 
tion of urinary volume, and in explanation of these 
results it was suggested that the estrogens depressed 
a diuretic principle of the anterior pituitary. In the 
course of observations on the effect of the injection of 
large doses of the cestrogens on the urinary creatinine 
of normal subjects, subjects with acromegaly, and 
castrate and menopausal women, we have studied the 
urinary output and have not detected any change in 
volume after the injection of estrogens. Since the 
fluid intake was only roughly controlled in many of 
these subjects, a more elaborate experiment has been 
performed. 

METHOD 

The subjects investigated were all in hospital at 
rest in bed. An attempt was made to keep them 
under as uniform physical conditions as possible, 
though the temperature and humidity of the air of the 
ward were not recorded. Each subject was put on a 
rigidly fixed diet prepared and supervised by the 
hospital dietitian (Miss Simmonds). The water and 
salt content of the diet was known and was suited to 
each patient’s needs. Extra-water was measured and 
kept at a constant daily amount. Great care was 
taken that the subject took nothing outside the diet, 
and two subjects were discarded during the control 
period, for they were considered unreliable. Great 
‘are was also taken in the collection of urine; mis- 
takes, which were not uncommon, were reported, and 
the urine for that day was discarded. The 24-hour 
urinary volume was measured by one of us. Cstro- 
gens were given in the form of cstradiol benzoate 
100,000 I.B.U. injected intramuscularly once daily, 
and the period of injection was ten days. This dose is 
similar to that used by Shapiro. 


RESULTS 

Fourteen subjects were investigated, and the age, 
sex, and state of the endocrine system are shown in 
the accompanying table. The effect of injecting 
cestradiol benzoate is shown in the accompanying 
figure, the dark columns representing the urinary 
volume on days when 100,000 I.B.U. of cestradiol 
benzoate were injected. The results of cases 2, 3, 4, 
and 6 are not shown in the figure, for they were essen- 
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tially the same as those of case 1. Case 5 showed a 
diminution of urinary volume for the first three days of 
the course of cestrogen injections. These three days 
coincided with a heat wave and are the same days as 
the last three of case 7, who also showed a sudden drop 
in urinary excretion. Cases 13 and 14 have also been 
omitted from the figure, for the results were the same 
as in the other menopausal subjects. It will be seen 
from these results that no significant change in 
urinary volume followed the administration of 
cestrogens. 


COMMENT 


Estimation of the urinary volume is at best a crude 


method of observing changes in water balance. 
Even when, in addition to extra fluid intake, the 


fluid and salt content of the diet is rigidly fixed, and 
when temperature variations are not great, much 
fluctuation may be observed in the urinary volume of 
patients in hospital, and only relatively gross changes 
should be regarded as significant. 

On theoretical grounds it might be expected that a 
change of water balance could take place in certain 
human subjects after the injection of cstrogens. 
Friedlander, Laskey, and Silbert (1936) claimed that 
there was a reduction of blood volume in castrated 
cats and castrated women, and that the blood volume 
could be brought back to normal by administration of 
cestrogens, and such a phenomenon might well be 
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Effects of intramuscular injections of mstradiol benzoate 
100,000 I.B.U. daily for ten days on the volume of 
urine secreted Each column represents the amount of 


urine secreted in 24 hours, the dark columns showing the 
period of injections. 
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SUBJECTS TESTED 








a ng Sex Age State aa 

1 M 39 Normal 
2 M 22 i 

3 M | 16 | Undeveloped gonads 

4 F 35 | Normal menstruation 

5 F aa dé és 

6 F | 19 * ” 

7 F 54 | Menopause 6 years 

s F | 61 PP 10 ” 

9 F | 52 | 99 4 ” 
10 F | 49 - 1 year 
11 | F | 46 Castrate 25 years 
“o> 66 i oN 
13 i 48 Menopause 9 months 


Aykroyd and Zuckerman (1938) observed retention 
of water with increase in weight when rhesus monkeys 
were injected with costrogens, the extra water being 
accommodated in the swollen sexual skin. The 
action of oestrogens in this case appears to be a local 
increase of capillary permeability. Though the 
sexual skin is absent in the human, increased capillary 
permeability might account for changes of water 
balance after cestrogen injections. Until these two 
possibilities have been eliminated, it appears unwise to 
suggest that the cestrogens inhibit a diuretic principle 
of the anterior pituitary. 

The observations on the blood volume of castrates 
and on the sexual skin of monkeys suggest that 
women who had been castrated or who suffered from 
gonadal deficiency would be the most likely subjects to 
show water retention with the cestrogens. Shapiro’s 
results were obtained on ‘cases of amenorrhea or 
women past the menopause.” Eight of our subjects 
came into this category. However, we have been 
unable to detect any significant change in urinary 
volume after the administration of cestrogens. 


SUMMARY 
After the injection of estrogens no change could be 
detected in the urinary volume of women before and 
after the menopause, of castrate women, or of men. 


We thank Miss Simmonds for the careful control of 
diets, and Sir Kay Menzies, medical officer of health 
for the County of London, for permission to publish 
these observations. 
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tN War-trmeE.—Local authorities have 
informed that the Government does not intend to 
permit civilian air-raid victims to be cremated. The 
Government considers that it may not be possible in 
war-time to carry out the present system of certification 
which, if an inquest is held, requires a coroner's certificate. 
Though town clerks will take the place of coroners in 
dealing with people killed in air-raids, they have not been 
granted powers to give certificates authorising cremation. 
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THE LANCET] DR. JORPES & OTHERS : 


NEUTRALISATION OF ACTION OF 
HEPARIN BY PROTAMINE 


By Erik Jorpes, M.D., Penr Epman, B.M., AND 
TORSTEN THANING, B.M. 


(From the Chemistry Department, Caroline Institute, 
Stockholm) 


In the treatment of patients with heparin it is 
sometimes desirable to restore the original coagu- 
lation-time of-the blood—for instance, when heparin 
has been given during an operation on blood-vessels, 
or when hemorrhages unexpectedly set in during the 
course of heparin treatment. 


The therapeutic possibilities of heparin have been 
repeatedly mentioned in THE LANcEeT (Hedenius 
1937, Holmin and Ploman 1938, Magnusson 1938, 
Knoll and Schurch 1938, Best and Solandt 1938, 
Bostrém and William-Olsson 1938, Thalhimer, Solandt, 
and Best 1938). Its usefulness has been demon- 
strated experimentally by Best and. co-workers 
(Best 1938). Clinically heparin has been used to a 
considerable extent in cases of acute thrombosis of 
the central vein of the retina (Ploman 1938); more 
than 20 cases of this nature have been treated with 
heparin in Sweden. Ploman has informed us that 
12 patients with an initial visual acuity of 0:1 or 
more showed improvement or full restoration of 
vision within two or three weeks. Heparin has also 
been used extensively as a postoperative prophylactic 
against thrombosis and embolism (Crafoord 1937, 
1939, Murray, Jacques, Perrett, and Best 1937, 
Murray and Best 1938). 

Crafoord has found it advisable not to give heparin 
earlier than four hours after finishing the operation, 
for there is a difficulty in controlling the hemorrhages 
in heparinised patients during the operation. There 
are cases, however, in which it is necessary to start 
the heparinisation during the operation. This applies 
to arteriotomies for embolism, when there is a danger 
of the vessels being refilled quickly with fibrin 
coagula ; 3 such cases have been reported (Murray 
and Best 1938, Lindgren and Wilander 1939, Groth 
1939). In these cases of severe embolism of the 
femoral artery (in one of them the abdominal aorta 
was also affected) heparinisation made possible a 
successful operation and recovery. In Groth’s case 
the femoral artery was reopened repeatedly, and long 
fibrin coagula were removed before the heparin was 
given directly into the artery. In all of them the 
patient was heparinised during several days after 
the operation. In Lindgren’s case particular atten- 
tion was paid to hemostasis in fixing the sutures and 
closing the operation field. Olovson (1939) has 
performed arteriotomies on he parinised dogs, using 
different hamostatics locally. 

The necessity of having a means for regulating the 
effect of heparin may become urgent in such cases. 
With this in mind we have tried to apply in man the 
principles used in vitro and in animal experiments 
for neutralising the activity of heparin. Of these 
only the neutralisation with protamine seemed to be 
applicable, making unnecessary the use of benzidine, 
quinine, or basic dyes, which also neutralise heparin, 
depriving it of its negative electric charge. The 
neutralising effect of protamine on heparin has been 
described by Chargaff and Olson (1938), who have 
found that because of its basic nature it deionises 
and flocculates heparin. This effect can be used in 
vivo as well as in vitro. Since no toxie symptoms 
followed the administration of a sterile and weakly 
acid solution of protamine (clupein) intravenously to 
rabbits and dogs either alone or after heparin, we 
extended the experiment to man. The rabbits had 
been given 10-50 mg. per kg. body-weight and 
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the dogs 2-10 mg. per kg. In rabbits doses less than 
30 mg. of clupein sulphate per kg. had no effect on 
the blood-pressure. The administration of 50-150 
mg. of protamine sulphate in man therefore seemed 
to be practicable. Nor were any undesirable reac- 
tions whatsoever observed to follow the administra- 
tion of 20-75 mg. of protamine sulphate intravenously 
to healthy persons. This abolished either partially 
or completely the effect of heparin. The protamine 
used was a 2 per cent. solution of clupein sulphate 
in dilute hydrochloric acid, pH 2-7, sterilised in an 
autoclave. The heparin was of standard potency. 
In accordance with a suggestion of Bergstrém, 
Jorpes, and Wilander (1937) the amount of heparin 
given was expressed only in milligrammes of this 
standard. 

We have found that 60 mg. of protamine instan- 
taneously neutralises the effect of 100 mg. of heparin. 
For 75 mg. of heparin 40-50 mg. of protamine is 
sufficient. In general an amount of piotamine 
sulphate which is 50-70 per cent. of the amount of 
heparin given will neutralise it. The results are 
given in the accompanying table. The samples of 


EFFECT OF INTRAVENOUS INJECTION OF HEPARIN FOLLOWED 
BY PROTAMINE ON THE COAGULATING TIME 


Case Boar. Heparin | Coagulation- a Soca 
(kg.) (mg.) ume (mg.) (min.) 
1 67 75 29 min. 35 8 
2 75 17 40 10 
4 65 5 50 10 
4 75 53 60 10 
5 65 100 102 40 | 30 
6 66 : $2 0 17 
1 67 60 0 13 
7 66 41 0 17 
s 66 Se over 24 hrs. 60 10 
9 82 in 41 min. 60 9 
10 67 125 oO  -& 60 17 
7 66 150 172 40 32 





blood for measuring the coagulation-time were taken 
five minutes after the administration of heparin and 
of protamine. The coagulation-time was measured 
at room temperature in closed, non-paraffined, and 
completely filled small glass tubes containing a glass 
bead (Hedenius 1936). 

We found that the hemostatic action of protamine 
administered in this way against parenchymatous 
hemorrhages was much more effective than that of 
Stypven, of a 2 per cent. solution of thionine, or of a 
solution of protamine applied locally. These results 
demonstrate the possibility of removing the heparin 
from the blood-stream in man in case of need. Such 
partial or complete removal of vascular heparin 
may be achieved by giving intravenously small doses 
of protamine (clupein) corresponding to 40-70 per 
cent. of the amount of heparin present in the blood. 

The protamine injections must only be used as the 
last resort when other ordinary means of stopping 
hemorrhages are of no avail. The tissue kinase 
liberated from macerated muscle is a very effective 
local hemostatic, and in internal hemorrhages a 
blood-transfusion usually brings about the necessary 
hzemostasis. 


References at foot of next page 
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PNEUMOPERITONEUM 


PREGNANCY 


ARTIFICIAL 


IN PULMONARY TUBERCULOSIS AND 


By JOSEPHINE BARNES, M.A., B.M. Oxfd, M.R.C.P. 
LATE HOUSE SURGEON, OBSTETRIC UNIT, UNIVERSITY COLLEGE 
HOSPITAL, LONDON 

It has long been known that pregnancy tends 


to have an adverse effect on active pulmonary tuber- 


culosis. Although in many cases the condition 
improves during pregnancy, the patient gaining 
weight and feeling well, after delivery there is often 


the temperature and pulse- 
rate the third or fourth day after delivery, 
the spared, and the patient goes rapidly 
downhill. This acute “flare-up” follows not only 
delivery at term but also miscarriage after about 
the sixteenth week. Hence it is considered inadvis- 
able to terminate cases of active pulmonary tuber- 
culosis after the twelfth week. 

The reason for this acute flare-up, which appears 
to be independent of anwsthetics in labour or post- 
partum hemorrhage, seems to be the opening up 
of the lesions as a result of the rapid descent of the 
diaphragm, “splinted” during pregnancy by the 
enlarging uterus ; hence, if some method of prevent- 
ing this rapid descent after delivery could be devised, 
an acute flare-up might be avoided. Such methods 
as the application of a sand-bag on the abdomen 
or of a tight abdominal binder after delivery have 
been tried but are not very effective. 


a rapid deterioration ; 
rise on 
lesions 


ARTIFICIAL PNEUMOTHORAX 


lesions or with lesions 
adequately controlled by artificial pneumothorax 
are relatively immune from ill effects following 
delivery. Rist and Jottras (1935) published a series 
of 132 cases of pulmonary tuberculosis and pregnancy 
treated by artificial pneumothorax ; 58 had had an 
artificial pneumothorax induced before pregnancy 
began, and the remaining 74 had the induction 
during pregnancy. The former group showed much 
better results. Rist and Jottras conclude that 
artificial pneumothorax protects the great majority 
of patients from the flare-up of the lesions which 
tends to follow delivery, and that the earlier the 
induction of artificial pneumothorax the better the 


Patients with inactive 


result. They also state that the prognosis, usually 
80 grave in pregnancy and pulmonary tuberculosis 
with active lesions, has been completely modified 


by collapse therapy. 
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ARTIFICIAL PNEUMOPERITONEUM 


In certain cases, however, and in the case about to 
be described, artificial pneumothorax cannot be 
induced ; it was therefore decided to try to prevent 
descent of the diaphragm and a flare-up of the lesions 


by the induction of artificial pneumoperitoneum 
immediately after delivery. 
Pneumoperitoneum has long been used in the 


treatment of intestinal tuberculosis. Mosetig-Moorhof 
(1893) and Nolen (1893) published satisfactory 
cases. Banyai (1931) published a series of 44 cases 
and suggested that the procedure might be beneficial 
in cases of pulmonary tuberculosis. In 1934 Banyai 
published a further series of 100 cases, with sympto- 
matic relief in 71 per cent., and again suggested 
the use of this method, in combination with phrenic 
avulsion, for the treatment of pulmonary tuber- 
culosis. 

Vajda (1933) described a case in which hemoptysis 
was stopped by the induction of pneumoperitoneum. 
Kugelmeier (1935) described a similar case; here 
pneumoperitoneum was successful when phrenic 
avulsion had failed. Centoscudi (1936) reported 
19 cases of pulmonary tuberculosis treated by pneumo- 
peritoneum and recommended the combination of 
it with surgical paralysis of the diaphragm. 

Trimble and Wardrip (1937) described the tech- 
nique of pneumoperitoneum. They first tried it as 
a result of observing the good effect of pregnancy on 
pulmonary tuberculosis, presumably due to splinting 
of the diaphragm. They found that cough and 
sputum were diminished, the patient was made more 
comfortable, and cavities closed when other methods 
had failed. 

Banyai (1938a) described 150 cases of pulmonary 
tuberculosis treated by pneumoperitoneum alone. 
The technique is easy, safe, and simple. After 
emptying the bladder, the abdominal wall is punc- 
tured three fingers-breadth below and to the left 
of the umbilicus, and 400-1000 c.cm. of air are 
admitted initially, refills of 800-1500 c.cm. being 
given at intervals of a week. Application of an 
abdominal binder raises the diaphragm more. Sympto- 
matically the results were favourable, but it was 
difficult to evaluate the results, for the procedure 
was used in an insufficient number of patients, all 
of whom had advanced disease. Banyai and Jurgens 

(1937) described 7 cases in which severe mediastinal 
emphysema developed as a result of inducing pneumo- 
peritoneum by the subphrenic route. They there- 
fore recommend the subumbilical route. 

Banyai (1938b), as a result of comparative measure- 
ments of radiograms of the chest before and after 
pneumoperitoneum in 44 patients, has shown that the 
procedure causes a sustained elevation of the 
diaphragm, if this is not fixed by adhesions. The 
maximal elevation was greater than that obtained 
by phrenic avulsion in a comparable group of patients. 
In 1939 Banyai published the results of 584 radio- 
graphic measurements showing that pneumoperi- 
toneum substantially reduced the radiographic 
surface area of the lung—more than did phrenic 
avulsion—and that thus a therapeutic relaxation of 
the lung tissue was obtained, which was responsible 
for the beneficial results of the treatment. 


Pneumoperitoneum has now a definite place in the 
treatment of pulmonary tuberculosis in cases where 
the other methods of collapsing the lung tissue are 
not available. It was thought, therefore, that the 
procedure might be tried in active tuberculosis and 
pregnancy to replace the uterus after delivery by a 
comparatively large amount of air which would 
undergo slow absorption, and, by splinting the 
diaphragm, to prevent a flare-up of the lesions. 
The result in the case in which it was tried appears 
to be satisfactory. 
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CASE-RECORD 


The patient was aged 23 and had had three normal 
confinements. She was first seen in the antenatal 
department of University College Hospital on 
March 23, 1939, when she was twenty-seven weeks 
pregnant. She complained of cough and sputum of 
six months’ duration. She had had night sweats, 
poor appetite, but no hzwmoptysis. She was sent 
to see Dr. Andrew Morland ; the only physical signs 
in her chest were a few rales at the right base, but 
a radiogram taken at this time showed ‘‘ some loss 
of translucency at the right chest, with infiltration 
at the right apex and at the left upper zone.” 

On May 6, 1939, she was admitted to the isolation 
ward of the Obstetric Hospital. Another radiogram 
showed little change in the lesions. She was treated 
by strict rest in bed and with Sanocrysin. Her 
sputum was negative, and the blood sedimentation- 
rate 33/100 mm./hr. She was afebrile throughout the 
antenatal period. There was slight toxemia of 
pregnancy, ‘shown by raised blood-pressure, but no 
cedema or albuminuria. The renal-function tests 
were all normal. Artificial pneumothorax was con- 
sidered impracticable, since the radiogram showed 
bilateral active lesions and the pregnancy was by then 
well advanced. It was therefore decided to treat her 
on general lines and to induce artificial pneumo- 
peritoneum after delivery. 

On July 4, 1939, she was delivered of a living 
female infant. The labour was spontaneous and 
lasted only an hour and twenty minutes. Immediately 
after the delivery of the placenta pneumoperitoneum 
was induced. The abdominal wall just above and 
to the left of the umbilicus was infiltrated with a 
2 per cent. solution of Novocain, a primary artificial- 
pneumothorax needle was pushed through the 
abdominal wall at this point and could be felt definitely 
to pass through the parietal peritoneum, and 3000 
c.cm, of air was slowly admitted to the peritoneal 
cavity from an artificial-pneumothorax apparatus. 
The air passed in freely and easily, and the patient 
showed no signs of distress, was not dyspnoic, and 
experienced no pain. At the end of the induction 
the upper abdomen was slightly distended in the 
flanks and was tympanitic on’ percussion. An 
abdominal binder was applied. 

The patient’s progress was satisfactory. There 
was a modified flare-up in the form of a rise of tempera- 
ture and pulse-rate from the fourth to the tenth 
day after delivery ; the highest temperature reached 
was, however, only 99-8° F., and the patient had 
no symptoms. Breast-feeding was not permitted, 
and the secretion of milk was stopped by the routine 
treatment. 

After-treatment consisted of continued rest in 
bed, and the injections of sanocrysin were given. 
The pneumoperitoneum was not refilled, for it was 
regarded as only a temporary measure to prevent the 
immediate adverse effects of delivery and was not 
intended to be permanent. The abdominal dis- 
tension gradually subsided and entirely disappeared 
a week later. 

Subsequent progress has been satisfactory, and the 
patient is now free from symptoms and afebrile. 
A total of 4-56 g. of sanocrysin has been given. A 
1radiogram of her chest, taken on July 26, shows an 
improvement in the condition of the lesions on both 
sides. The level of the diaphragm is about normal. 
The patient is now awaiting transfer to a sanatorium. 


COMMENTS 


This case is recorded because it was, apparently, 
the first of its kind and in the hope that others may 
induce artificial pneumoperitoneum in similar cases 
of active pulmonary tuberculosis and pregnancy 
when the lesions cannot be controlled by the prefer- 
able method of artificial pneumothorax. Although 
the effect was apparently beneficial and the patient 
showed only a very slight flare-up after delivery, 
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as shown by the rise of temperature and pulse-rate, 
it cannot be argued that the pneumoperitoneum 
prevented a more severe flare-up until results are 
obtained in a series of cases. The results of delivery 
in such cases are, however, often so disastrous that 
any method which holds out a hope of preventing 
them is worth a trial. There was no evidence here 
that it was necessary to maintain the pneumo- 
peritoneum permanently, but there appears to be no 
reason why this should not be done in a suitable 
case, Induction of pneumoperitoneum before delivery 
seems to be impracticable. Stokes (1938) has pointed 
out that pneumoperitoneum is contra-indicated in 
cases with a rigid diaphragm, severe dyspnea, 
emaciation, or a thick-walled cavity ; but, if none 
of these conditions is present, the method is simple 
and easy and appears to be attended by no great 


risks, 


SUMMARY 


The acute flare-up of pulmonary tuberculosis after 
parturition is apparently due to opening up of the 
lesions as a result of rapid descent of the diaphragm. 
This can be prevented by artificial pneumothorax, 

A case is described in which, artificial pneumothorax 
being impracticable, artificial pneumoperitoneum 
was induced immediately after delivery of the 
placenta, The patient’s subsequent progress was 
satisfactory. 


My thanks are due to Prof. F. J. Browne and 
Dr. Andrew Morland for their help and encourage- 
ment and for permission to publish notes of this case. 
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ANGINA IN ALEUKAMIC LEUKAMIA 
By J. B. L. Tomspirson, M.D. Lond., D.P.H. 


ASSISTANT MEDICAL OFFICER AT THE SOUTH-EASTERN 
HOSPITAL, LONDON COUNTY COUNCIL 


Acute leukzemia varies in form and course. The 
typical blood-picture may never develop and the 
diagnosis may be difficult (Forkner 1937, Abt 1937, 
Hart 1938). The following case illustrates these 
points. Its other features include leukemic angina 
which sometimes simulates diphtheria, and an extreme 
leucopenia that. was nevertheless compatible with 
temporary recovery. 


CASE-RECORD 


A girl of 16, a shop assistant, was admitted to the 
South-Eastern Hospital on Aug. 30, 1938, certified 
as suffering from diphtheria. She had a history of 
sore-throat, headache, left-sided otalgia, cervical 
adenitis, and nasal discharge of some ten days’ 
duration. It was later discovered that pallor and 
left-sided otalgia had been present some six weeks 
before, and that there had been excessive loss at 
her last menstrual period. She had not apparently 
been taking any drugs, and her family history yielded 
nothing relevant. Cultures of the throat were 
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BLOOD-COUNTS IN CASE 





A 





Hib 


(per cent 
neutro- 
phils 





(per cent.) 





92 


4 51 
7 1°50 3°37 700 
12 38 1400 24 76 345 1055 
i4 1 1-41 1-11 1050 49 47 514 494 
21 44 2-41 0-9 1900 15 0 855 950 
78 74 3°62 1-02 3200 63 32 2016 1024 
Oct. 12 88 4-30 1°02 7000 64 30 4480 2100 
Nov. 14 64 2°75 1-1 29,000 100 29,000 
2 26 62 3-53 0-88 18,600 0-5 99°5 93 18,507 
Hb = heemoglobin L/N ratio 
aid to have been negative for diphtheria on Aug. 23 
and 26 and positive on Aug. 29. 
On admission her general condition was very poor 3; 
much pallor and foetor oris ; temperature 162° F., 
pulse-rate 100, respiration-rate 22; fauces very 


congested, with thick membrane covering left tonsil 
and left pillars ; ulcerated crusted lesion on columella 


and round left nostril; bilateral moderate enlarge- 
ment of cervical glands, but no adenopathy else- 
where cardiac basal systolic murmur; liver 
enlarged two fingers-breadth below costal margin ; 
spleen not palpable but area of splenic dullness 
increased, 

She was given 184,000 units of anti-diphtheria 
serum by intramuscular and intravenous injection. 
\ blood-count the next morning showed severe 


anemia and leucopenia (see the accompanying table), 


and although repeated cultures of throat and nose 
were negative for the Klebs-Léffler bacillus and 
hemolytic streptococci, a direct smear of the fauces 
revealed Vincent’s organisms. A course of Pent- 
nucleotide 120 ec.cm. followed by a blood-trans- 
fusion of 450 c¢c.cm., and iron in large doses with 
arsenic was given, but the ulceration of throat and 
nose remained indolent. There was slight hmemor- 
rhage from the fauces, and the teurniquet test of 


Rumpel-Leede was positive. 


On Sept. 6a second blood-transfusion (of 500 c.cm.) 
Was given, and the next day Ventriculin was started 
in daily doses of 30 by mouth. By this time the 


general condition had begun to improve, the faucial 


slough now began to separate, and the spleen became 
palpabk On the 10th purulent right otorrhcea 
appeared, but it lasted four days only. On the 
Sth the patient complained of severe pains in the 
hips and thighs, lasting five days, which had been 
preceded for the last week by proteinuria. The 


pains and the proteinuria were at the time attributed 


to serum disease despite the absence of a serum rash, 


but similar pains in this situation sometimes occur 
in leukemia. 

The patient now made steady progress. Other 
investigations showed normal gastric secretion, 





IN 











OF 


Mono- 


ALEUKZ MIC LEUKZMIA [Nov. 4, 1939 















ALEUK#ZMIC LEUKZMIA 


Remarks 





cytes 


(per cent.) 


Slight poikilocytosis and polychromasia. Count 

done on 50 cells Lymphoblasts 4 per cent. 
Nucleated red cells 28 per 100 white cells 
Reticulocytes less than 0-5 per cent Red cells 
appear normal 


Differential count mainly lymphocytes. Reticulo- 
cytes 1-2 per cent. Platelets very scanty 


3-02 Two nucleated red cells per 100 white cells 
4 0-96 Slight anisocytosis and polychromasia. Platelets 
moderate numbers. Reticulocytes 5-6 per cent. 
Very occasional nucleated red cells 
3 1-11 Eosinophils 2 per cent. Some anisocytosis and 
polychromasia 
3 0-51 Reticulocytes 4°8 per cent; eosinophils 1 per 
cent basophils 1 per cent Some aniso- 
cytosis, slight poikilocytosis, and  poly- 
chromasia 
5 0-49 Platelets abundant. Reticulocytes 1-4 per cent. ; 
neutrophil myelocytes 1 per cent Slight 
anisocytosis 
-- - = No polymorphs seen in counting 300 cells. The 
lymphocytes include a large number of early 
forms with some lymphoblasts 
199 Lymphocytes immature with about 50 per cent. 


of blast cells 
lymphocyte-neutrophil ratio 


normal red-cell fragility, and no excess of serum 
bilirubin. The blood-count returned to within 
normal limits by the time of discharge on Oct. 20, 
and she was told to report in a month. 

On Nov. 14 the blood-picture of leukwmia was 
first clearly shown. A week later she had a return 
of sore-throat and fever and was admitted to Lambeth 
Hospital. There was much bilateral adenitis ; the 
spleen was enlarged down to the umbilicus, and the 
blood-count was as shown in the table. Right otitis 
media recurred with rapidly increasing cachexia, 
and she died on Dec. 3. The whole illness had lasted 
just under five months. 

Necropsy showed enlarged cervical and axillary 
glands, enlarged liver (76 oz.), enlarged spleen (22 0z.), 
and extensive nasopharyngeal infection. Unfor- 
tunately no were taken for histological 
examination. 


sections 


DISCUSSION 
At the outset the possible diagnosis was Vincent's 
angina or some other faucial sepsis, agranulocytosis, 
diphtheria, aplastic anzemia, or aleukemic leukemia. 
The discovery of Vincent’s organisms was suggestive, 
but the general condition of the patient made this 
unlikely as sole cause; for the mark of Vincent’s 
angina is the mildness of the constitutional symptoms 
(Rolleston 1929). Lesions of mucous membranes 
in leukzmia are usually due to leukemic infiltration ; 
they become broken down and secondarily infected 
and are not primarily due to sepsis as a rule (Abt 1935). 
The presence of Vincent’s organisms in the stomatitis 
associated with leukemia is well recognised, but their 
almost invariable presence in the faucial lesions has 
been emphasised by Ronaldson (1928). 
Agranulocytosis, though possible in view of the 
angina and the extreme leucopenia, could be excluded 
on the severity of the anemia and the deficiency 
of platelets (Vaughan 1936). Besides, no history of 
any exciting cause could be elicited. 
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The resemblance to hemorrhagic diphtheria was 
close : there were pallor, a membranous lesion of the 
nasopharynx, cervical adenitis, apparent nasal excoria- 
tion, and an enlargement of the liver such as is found 
in early cardiac failure. There was also the history 
of a culture positive for diphtheria, though this may 
perhaps be discounted, for in Ronaldson’s (1928) 
experience of such cases the organisms obtained are 
not virulent. Sabrazes and Saric (1935) also recorded 
a case of leukemia with a positive culture but 
mentioned no test of virulence. 

The simulation of aplastic anemia by aleukwmic 
leukemia has been noted in children and adults 
(Livingstone 1932, Weber 1932, Weber and Weiss- 
wange 1933, Akerrén 1932). Such cases of apparent 
aplastic anemia develop, after six to eight months, 
the blood changes of leukzmia, or the patient may 
die rather suddenly, a leukemic pathology being 
demonstrated at autopsy. The initial period is 
characterised by a hyperchromic anwmia, thrombo- 
penia, and leucopenia, with agranulocytosis and 
large immature leucocytes. These features were all 
present in the case described, and it is the last fact 
which points to the true diagnosis of leukemia rather 
than aplastic anemia and can often only be demon- 
strated by careful and repeated examination of the 
blood. Sternal puncture, in the absence of other 
evidence, can be relied on to distinguish the two 
conditions and would have been performed on this 
patient if, after the first fortnight, her rapid apparent 
recovery had not made it seem unnecessary. 

There are two other points of interest in this case : 

) the extreme degree of leucopenia which is among 
the lowest counts recorded (Cooke 1938), and (2) 
the recovery from such a low count to a normal general 
condition and blood-picture after blood-transfusion 
and symptomatic treatment (Hart 1938, Abt 1937, 
Penati 1937). The ratio between lymphocytes and 
neutrophils also returned to normal, which is again 
unusual, for this ratio, if once raised, is said to remain 
80, 

The extreme leucopenia and anemia may, as 
suggested by Sabrazes and Saric (1935), have been 
due to toxemia affecting the bone-marrow and not 
to the leukemic process. Evidence in favour of 
this is the very slow response to treatment until 
the ulceration of the nose and throat had regressed, 
when the response became very rapid. Hart (1938) 
noted a similar finding. 

The conclusion to be drawn from this case is that 
in anginal conditions, which may at first sight resemble 
diphtheria, and in which Vincent’s organisms may be 
demonstrated, a blood-count showing anemia and 
leucopenia should strongly suggest.a diagnosis of 
acute leukemia. This will be confirmed by the 
coexistence of thrombopenia and the presence of 
immature leucocytes, whose detection may require 
a careful search. Apparent recovery will prove to be 
only temporary. 

SUMMARY 

A case of acute leukemia is described, which showed 
an unusual degree of leucopenia in the aleukw#mic 
phase, with temporary recovery of the general condi- 
tion, followed by death. The initial diagnosis and 
the resemblances to diphtheria and aplastic anemia 
are discussed. 

I am indebted to Dr. G. W. Ronaldson, medical 
superintendent of the South- Eastern Hospital, for 
his advice and for permission to publish this case, and 
to Dr. T. K. Owen, assistant pathologist at the 
Lewisham Group Laboratory, for the reports on the 
blood examinations, 
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ANALYSIS OF THE NORMAL T WAVE 
By ATHELSTANE Hitt, M.D. Camb., M.R.C.P., D.P.H. 


CARDIOLOGIST TO PAIGNTON AND DISTRICT HOSPITAL AND 
TO NEWTON ABBOT HOSPITAL 





Tue T wave was analysed in the same way, and 
from the same materials, as the QRS and P 
deflections (Hill 1938, 1939.) The results are 
shown in the accompanying charts. 

In this subject there is evidence of slight activity 
immediately after the Q RS deflection; the voltage 
is very small and persists practically unchanged 
till about 0-08 sec. later, when the voltage gradually 
rises, but still with little change in the distribution, 
which is shown in fig. 1. The most positive of the 
observed points is at the lower border of the sixth 
left rib just internal to the nipple line; the most 
negative is over the upper border of the sixth right 
rib, 3cm. internal to the nipple line, and at a rather 
higher level than the most positive point. Fig. 2 
shows the distribution about 0-06 sec. later. The 
positive and negative points are as before, but the 
negative area is much more widely diffused over the 
whole of the right side of the chest. About 0-06 sec. 
later the distribution is as shown in fig 4 ; the negative 
point has now shifted to the corresponding point 
on the left side, and the left half of the back is 
relatively less negative than before. Between these 
jast two phases there is a short transitional phase, 
shown in fig. 3. After the phase shown in fig. 4 the 
voltage quickly falls, and a small U wave follows. 

To make the following tentative explanation clear, 
let us again think of the contraction wave as a small 
battery travelling along the’muscle with its positive 
pole in front and its negative pole behind. When 
an insulated strip of cold-blooded muscle is used, it 
is evident that the familiar primary deflection will 
be produced while the wave is lying between the two 
electrodes. The reverse wave—which, though often 
figured as equal in voltage and duration, and 
immediately following the primary wave, is really 
flatter and broader (Lewis 1925) and, when cooled 
cardiac muscle is used, may be delayed by as much 
as 2 sec. (Burdon-Sanderson 1879)—must be due to a 
secondary (anabolic) wave of opposite sign following 
in the wake of the first, like a small battery with its 
negative pole in front and its positive pole behind. 
But in warm-blooded muscle anabolism depends 
intimately on blood-supply ; and during systole in 
the living animal the supply to the ventricular 
myocardium is suspended till the pressure in the 
coronary arteries exceeds the intraventricular pressure. 
Presumably relaxation everywhere follows contraction 
at a definite interval and so will begin at the 
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Fic. 1—Distribution of T wave about 0-08 sec. after the 
QRES deflection. Total range about 0-4 millivolt. 
Contour lines marked in decimillivolts. 


endocardial side of the apices and spread outwards and 
towards the base, like contraction; but the relaxed 
inner layers will remain compressed by the intra- 
ventricular pressure till the outer (epicardial) layers 
overlying them have also relaxed, when the coronary 
supply will return to the fully relaxed area, penetrat- 
ing from without inwards, As it penetrates it will 
excite anabolism, and thus there will be developed 
in each area, in the same order as the development 
of full contraction, an anabolic wave of opposite 
sign to the contraction wave, but travelling more or 
less in the opposite direction, and at a rate dependent 
not on simple conduction but on hydrodynamic 
factors—e.g., coronary pressure, arterial and capillary 
resistance, and viscosity of blood. The epicardium 
will become positive and the endocardium negative, 
and we should thus expect a succession of phases 
bearing a general resemblance to those of systole 
but each of much longer duration and so overlapping 
the next. 

It is perhaps fanciful to try to correlate the phases 
with particular events, especially since no accuracy 
of detail can be claimed for these figures; but the 
spread of relative positivity to the back of the liver 
in the transition phase is rather suggestive of onset 
of activity at the base of the left ventricle, and the 
shift of the negative pole to the left in fig. 4 of cessa- 
tion of activity near the apex of the right ventricle— 
not because anabolism has stopped, but because the 
wave has passed right through to the endocardium 
in that region. 

The gradual rise of voltage is to be explained not 
by gradual onset of anabolism but by a progressive 
decrease in the resistance of the circuit, Ischzemic 
muscle is a poor conductor; conduction steadily 
improves as the myocardium is flushed with blood. 
The different position of the most negative point 
as compared with that during the Q RS deflection, 
when it was in the clavicular region, is due to the 
change in the auricles and their appendices; they 
are now fully relaxed and much nearer to the chest 





Fia. 3 


Total range about 0-9 millivolt. 
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Short transitional phase between figs. 2 and 4. 
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Fie. 2 


—Distribution of T wave about 0-06 sec. later than 


fig. 1. Total range about 0-8 millivolt. 
wall than at the beginning of systole, when they 
were fully contracted. 

This hypothesis may be formulated as follows. 
The normal T wave is caused by a wave of anabolism 
passing inwards through the ventricle walls and 
depends on the quantity and quality of the coronary 
supply and on the ability of the myocardium to 
utilise it. This covers most of the observed variations 
in the T wave—e.g., the inverted or diphasic wave 
of coronary stenosis ; inversion in asphyxia, toxemia, 
and pernicious anemia; and alterations in fibrosis 
and diabetes mellitus. It also explains the diphasic 
wave often seen in late hypertension and aortic 
stenosis, when the intraventricular pressure remains 
high in the left ventricle till relaxation is far 
advaneed. On this view the U wave must be due to 
a secondary wave of anabolism excited by a secondary 
flush of coronary blood; in short, it is a dicrotic 
T wave, It is too small in this subject for analysis, 
but the deflections suggest activity in the apical 
region or perhaps throughout the whole of both 
ventricles, 

These analyses show conclusively that the path of 
the stimulus is of prime importance in determining 
the picture produced. This explains why an extra- 
systole arising in or near the septum will give a picture 
entirely different from that given by an extrasystole 
originating in the wall of the same ventricle (Barker 
et al, 1929). In the former case (as also in bundle- 
branch block) the effect of unilateral stimulation of 
the septum must be taken into account. Stimulation 
of the right side of the septum should make the blood 
in the right ventricle negative and that in the left 
ventricle positive. This would give deflections of the 
“levocardiogram ” type, which would persist till 
the contraction wave had passed right through the 
septum. If it now excites the left bundle-branch 
below the lesion or the arborisations at the left apex, 
a short “bicardiogram” followed by a_ second 

“ levocardiogram ”’ will result, This would explain 
the features of the Q RS deflection in the common 
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Fie, 4—Distribution of T wave about 0-06 sec. later than 
fig. 2. Total range about 1 millivolt. 
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type of branch block, the rest of the complex being a 
right ventricle or diphasic T wave. 

The left-leg potentials have not been included in 
these charts; but they show that in all of them the 
loose ends of the lower contour lines at the back 
should be continued across the left flank (turning back 
when necessary) to join up with their corresponding 
numbers in front. 

To make really accurate charts, many more leads 
from the front of the chest would be needed and many 
precautions which are impracticable without special 
facilities, There should be a time-signal, connected 
with the pulse, to give accurate synchronisation ; 
all leads should be taken in the same phase of respira- 
tion, the same posture, and at one sitting. Even 
so there would be other possible sources of error. 
But the present charts, defective as they are, will 
suffice to support the main conclusion, that in taking 
an electrocardiogram we are tapping a current running 
round the chest wall and are approximately register- 
ing the potential differences between the points of 
application of the electrodes ; and that these depend 
on the path of the stimulus and the anatomy of the 
paths of low electrical resistance from each side of the 
site of activity to the surface through the precordium, 
liver, auricles, and great veins. 


SUMMARY 


(1) Charts of the normal T wave show that it 
develops in successive phases, 

(2) It is suggested that it is due to a wave of 
anabolism travelling inwards through the ventricular 
myocardium with the advance of the returning 
coronary supply; and that the normal U wave is 
a dicrotic T wave. 

(3) The features of the common bundle-branch 
block electrocardiogram are discussed, 
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EXPECTANT TREATMENT OF GAS- 
GANGRENE 


By H. A. Brirrar, M.Ch. Dubl., F.R.C.S. 


ORTHOPAEDIC SURGEON TO NORFOLK AND NORWICH HOSPITAL 


THE incidence of gas-gangrene infection varies with 
the nature of the country. Nitch,’ in Choyce’s 
“System of Surgery,” states that gas-gangrene is 
practically unknown in desert and mountainous 
regions, and Trueta* encountered only one ease of 
gas-gangrene in treating 1073 fractures during the 
Spanish war. As Spain consists largely of mountains 
and arid plains, this is what one would expect. In 
low-lying agricultural districts, however, gas-gangrene 
is relatively common, and in our fracture service we 
have had four cases in the last six weeks. In two of 
our four cases, amputation had to be undertaken, and 
the third patient died even after amputation. With 
the fourth patient a slightly different technique was 
used. 


1. Nitch, C. A. R., A System of Surgery, vol. i, p. 217. 
2. Trueta, J., Lancet, 1939, 1, 1452. 


TREATMENT OF GAS-GANGRENE 









[Nov. 4, 1939 98] 





The patient was a labourer, aged 40, who fell 
from a height on to some cement, and sustained a 
compound fracture of the right tibia and fibula. 
The wound did not appear to be grossly contaminated, 
but in view of our recent experiences the following 
expectant treatment was adopted : 

Complete excision of the wound was performed, 
and a careful ‘“‘ debridement ’”’ carried out. The 
anterior tibial vessels were found to be lacerated 
at the site of the fracture, and these were sutured. 
A small protruding fragment of the tibia was removed, 
and the wound was irrigated with hydrogen peroxide 
and left widely open. The fracture was reduced by 
manual manipulation, and a plaster cast was applied 
over wool packing extending above the knee. The 
plaster was padded on account of the additional aid 
to the circulation. A window was cut over the 
wound, and the plaster was bi-valved. A _ post- 
operation radiogram showed a reasonably good 
reduction. A prophylactic dose of 12,000 units of 
anti-gas-gangrene serum was given, four times as 
large as the usual dose, and 1000 units of anti-tetanic 
serum. The wound was examined every two hours. 
Twenty hours later a minute bubble of gas was 
expressed from the lower aspect of the wound, and 
a faint smell of gas gangrene was present. The 
patient’s temperature was 99-5° F. and the pulse was 
slightly fuller. A specimen of the discharge from 
the wound was taken, and the pathologist reported 
that B. welchii were present. The wound was 
explored immediately by a cruciate incision, each 
limbus of the cross being about six inches long. 
The corners of the skin flaps were sutured back to the 
skin. Several muscles were seen to be discoloured, 
and bubbles of gas were present. The muscles 
particularly affected were the tibialis anticus and the 
extensor digitorum longus. These, and all suspicious 
muscles, were completely excised throughout the 
length of the wound. A Steinmann’s pin was in- 
serted through the os calcis, and the limb was placed 
on a Thomas splint. The wound was left widely 
open and irrigated hourly with hydrogen peroxide 
alternating with acetic acid, the latter to provide 
an acid medium and to prevent the formation of an 
exudate. A fan was also arranged to provide a 
passage of air and to keep flies away and 16,000 units 
of anti-gas-gangrene serum were given twice a day. 
Four hours after the operation there was still cedema 
along the wound and along the peroneii muscles, 
but no crepitus could be elicited. Twelve hours 
later the patient’s general condition had improved. 
Four days later his circulation was good and there 
was no evidence of gas-gangrene. The flaps of skin 
were viable, and the sutures were removed. The 
wound was cleaned with eusol, and vaseline gauze 
and plaster were applied. The wound now appears 
to be granulating well, and there seems no reason to 
doubt that it will take the usual course of a compound 
fracture treated by the Winnett Orr method. 


The difficulty of detecting gas-gangrene under 
plaster was pointed out in a leading article in THE 
Lancet on Sept. 16 (p. 656). Undoubtedly, if the 
presence of constitutional signs only determines the 
removal of a plaster and examination of a wound, it 
will be too late to save any infected limb. It is 
suggested that forty-eight hours’ expectant treatment, 
either by constant examination of the wound through 
a window in a plaster cast, or with the limb on a 
Thomas splint, may be instrumental in saving some 
limbs that might otherwise have to be amputated. 


‘‘What do the so-called great things of life 
count for in the end, the fashion of a man’s showing-off for 
the benefit of his fellows. It is the little things that give its 
savour or its bitterness to life, the little things that direct 
the currents of activity, the little things that alone really 
reveal the intimate depths of personality.” —HavELock 
Euis in Selected Essays, Everyman Edition, 1936. 
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MEDICAL & 


ROYAL SOCIETY OF MEDICINE 


SECTION OF ORTHOPADICS 
Tue President, Mr. T. P. McMurray, took the chair 
for a crowded meeting of this section on Oct. 24. A 
lecture on the 


Organisation of Treatment of Air-raid 
Casualties 

vas given by Dr. Josep Trvueta, late director of 
surgery at the General Hospital of Catalunya, Barce- 
lona. That city, he said, had had its first taste of aerial 
bombardment in November, 1936, when 100 civilian 
casualties were admitted to his hospital after an air- 
raid. Following this small beginning he and his staff 
had had great opportunities to develop their technique 
and organisation for dealing with casualties to suit 
the conditions of the new warfare, for Barcelona and 
adjacent towns and villages were subjected to over 
340 raids. He hoped that the lessons they had learned 
would be a help to those preparing for the same things 
in England now. There were important differences 
hetween the effects of war on soldiers and civilians; 
in civilian surgery there was a much higher proportion 
of severe injuries owing to the devastating effect of 
high explosive in cities, and an absence of the rela- 
tively minor wounds eaused by machine-gun and rifle 
bullets. Morale and discipline were more difficult 
to maintain among civilians and the mixture of sexes 
and ages was yet another complication. 

Three main types of bomb were used. The heavy 
600 lb. bomb, used mainly against military objectives, 
caused terrific damage both directly and indirectly by 
the collapse of buildings. It could produce serious 
injury 200 yards from its site of explosion and its 
blast was directed chiefly upwards. Conerete buildings 
nine stories high had been completely destroyed by 
one such bomb. 2The light bomb was often used to 
terrorise the population; it exploded into small frag- 
ments of metal, often no bigger than a fingernail, 
which travelled horizontally and thus inflicted injury 
near the ground. Wounds of the legs were therefore 
common and shock and hemorrhage were severe; to 
be effective treatment ought to be given within two 
hours. Dr. Trueta had had very little experience of 
incendiary bombs because the enemy had found them 
ineffective on the stone and concrete houses of Barce- 
lona and soon ceased to use them; at Guernica the 
story had been very different. 

There was a fallacy in the argument that it was 
safest to treat the injured in outlying hospitals and 
not in the cities; the main centres were heavily 
defended by anti-aireraft guns, balloon barrages and 
fighter planes, and were far less likely to be success- 
fully attacked than the surrounding country. None of 
the main hospitals in Bareelona had been hit, whereas 
many of the outlying hospitals had been completely 
destroved. Moreover, the damage to communications 
often made it verv diffieult to evacuate the injured 
during or immediately after an air-raid. The injured 
should be brought straight to the central hospitals as 
speedily as possible and the ambulances should be able 
to transport patients 5 miles in from 20 to 30 minutes. 
Evacuation should be done after treatment, at leisure 
and at night. 

The first casualties to arrive after an air-raid were 
usually those injured in the streets and their wounds 
were often not serious; the serious injuries usually 
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arrived when the surgeons were busy operating on 
these relatively minor cases. Organisation, particu- 
larly within the hospital, was of the utmost importance. 
The General Hospital had perfected a system. Large 
hospital grounds allowing of one-way traffie for 
ambulances had been a great help. Classification was 
the first essential and all cases should be put into one 
of five groups. (1) Those patients who required 
immediate operation and would not be fit for evacua- 
tion afterwards. (2) Those who required immediate 
operation but could be evacuated soon afterwards. 
(3) Those who required admission but no operation 
and could be evacuated later. (4) Those who needed 
only first-aid treatment, after which they could be 
sent to the base. (5) Those who could go home after 
first-aid treatment. Those requiring operation should 
be distributed among the surgical teams according to 
the ability of the various surgeons and their state of 
fatigue. At the General Hospital there had been six 
surgical teams, each consisting of eight men. An 
ophthalmic specialist was of great value on account of 
the frequent injuries to eyes. 

Several main clinical types could be recognised. 
The patient injured by a heavy bomb was pale, shocked 
and had a low blood-pressure; he was usually clearly 
conscious but (in contrast to the relatives) quiet; 
there was much erushing and laceration of the dam- 
aged tissues, particularly muscle. Of these cases 32 per 
cent. had multiple major injuries and the lower limbs 
were more frequently involved than the upper. 
Injuries of the head and of the abdomen constituted 
about 8 and 9 per cent. respectively of the total. 
Open chest wounds were always serious and difficult 
to manage; these patients were very shocked and 
also often needed a partial pneumonectomy; spinal 
injuries were frequently associated; chronic infective 
sequela, such as bronchial fistula, were common. 
There were several characteristic features of the 
injuries produced by light bombs. The external wounds 
they inflicted were often small and out of all propor- 
tion to the serious internal damage inflicted, especially 
on muscles and nerves. In fractures there was often 
gross displacement and yet very little pain. This 
numbness, however, was not sufficient to do duty for 
an anesthetic when the operation was done. Com- 
pound fractures should be treated by the closed 
plaster method. Open wounds of joints were more 
serious than compound fractures and almost always 
some degree of ankylosis resulted. In abdominal 
injuries the discrepancy between the size of the 
external wound and the extent of the damage to 
viscera was very great. Many coils of intestine might : 
be torn or the liver disrupted by one small fragment 
of a bomb. In abdominal surgery the time factor 
was of the greatest importance. Injuries to the chest 
with a small external wound were often best treated 
expectantly by morphia and immobilisation. If opera- 
tion became necessary the patient should be left with 
a pneumothorax as a help in controlling hemorrhage. 
Head injuries were often best transported straight to 
a neurosurgical centre. In the erushing injuries 
produced by the collapse of buildings the clinical 
picture was dominated by a mixture of shock and 
concussion; the patient appeared indifferent to his 
surroundings. Serious and frequent injuries were 

fractures, internal hemorrhage, and collapse of the 
chest wall. Immediate operation was often impossible 
on account of the shock. 

Dr. Trueta then returned to the subject of classi- 
fication on an operative basis. There were five main 


groups. 
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(1) Those always requiring immediate operation: 
(i) hemorrhage, (ii) open chest wounds, (iii) great 
bruising and destruction of limbs, (iv) small pene- 
trating abdominal wounds. 

(2) Those usually requiring immediate operation: 
(i) closed depressions of the skull, (ii) major wounds 
of the head, (iii) compound fractures caused by small 
bomb splinters, (iv) penetrating wounds of joints. 

(3) Those which could be evacuated to the base 
without operation: (i) penetrating wounds of the 
skull caused by small splinters, (ii) many compound 
fractures caused by small splinters (when there is no 
hemorrhage, efficient. immobilisation, no shock, and 
the base less than two hours’ journey away), (iii) 
many injured by fallen masonry when there is no 
great shock, (iv) wounds of the face. 

(4) Those who should remain at the clearing 
station without operation: (i) severe shock, (ii) closed 
penetrating wounds of the chest. 

(5) Those who may be operated upon if things are 
quiet and if other more deserving cases are not kept 
waiting, for example abdominal wounds caused by 
heavy bombs. 

In summarising, Dr. Trueta said the patient should 
be taken to hospital as quickly as possible and all 
preliminary stages which might cause delay should be 
abolished. For the same reason first-aid posts should 
only, be established at the casualty hospitals. A sound 
system of classifying cases was essential. Only those 
cases should be operated upon in which there was a 
reasonable chance of recovery. There should be an 
efficient organisation within the hospital so that the 
surgeon’s energies were conserved and his abilities 
exploited to the patients’ best advantage. 


DISCUSSION 
The PRESIDENT congratulated Dr. Trueta and stressed 
the importanee of organisation; he hoped that some 
of the suggestions might be considered by those 
eminent beings, the group officers. 


REVIEWS AND NOTICES OF BOOKS 
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Mr. Harry Levirr asked for Dr. Trueta’s comments 
on the Marylebone scheme for mobile ambulance units 
to render first-aid at the site of a raid—Dr. Truera 
replied that at the beginning of the Spanish war there 
had been mobile units in Barcelona, but these and 
separate first-aid posts had been entirely given up; 
all injured should be brought straight to the casualty 
clearing hospitals. 

Prof. C. R. GrrpLesTone had been told elsewhere by 
Dr. Trueta of his organisation for classifying the 
injured. This he described. All the patients were 
brought first into a large room where a second-grade 
medical officer sifted out the minor injuries and trans- 
ferred them to the first-aid post; the remainder passed 
on to another room where a medical officer of great 
judgment and experience (but not necessarily an 
operating surgeon) classified them and distributed the 
operation cases among the various surgical teams 
according to the principles already outlined by Dr. 
Trueta. Each patient was labelled with a coloured 
card according to his class. 

Dr. Trueta was next asked whether there had been 
any difficulty in obtaining enough plaster in Spain; 
the supply in England is apparently small. He said 
that there had been no difficulty; plaster of paris was 
a Spanish national product. In reply to a question 
about the proportion of cases needing radiographing 
before operation, Dr. Trueta said that only exception- 
ally was it possible to take an X ray before operation 
except when things were quiet. The sort of case in 
which it was essential was a hxemopneumothorax 
eaused by a small bomb fragment. It was seldom 
possible to do a deliberate final operation as a primary 
measure; in compound fractures, for instance, the 
fragments were fixed in as good a position as the 
circumstances allowed, and adjustments could be made 
in the course of the next few days after an X ray 
had been taken. 

Mr. W. Rowtey Bristow proposed the vote of 
thanks to Dr. Trueta. He said that the principles 
cutlined should revolutionise the organisation of the 
treatment of war casualties. 


REVIEWS AND NOTICES OF BOOKS 


British Encyclopedia of Medical Practice 
(Vol. XII.) By Various Authors. Under the 
general editorship of Sir HUMPHRY ROLLESTON. 
London: Butterworth and Co. 1939. Pp. 627. 35s. 


Tue twelfth volume of this now familiar book 
brings its review of modern medicine from A to Z to 
a close. This volume covers T to Y, beginning with 
tetanus and ending with yellow fever. Between these 
two extremes are many articles of general interest, 
including an excellent review of toxicology by G. 
Roche Lynch and Donald Hunter, and an exhaustive 
account of trachoma by A. F. MacCallan. The section 
on tumours fully covers the clinical and pathological 
features of benign and malignant growths and their 
effects on the body, but there are, unfortunately, no 
illustrations in this section. Diseases and disorders 
of the uterus are dealt with by four authors under 
the headings of developmental abnormalities, dis- 
placements, prolapse and tumours. Leslie J. Harris 
has contributed a very clear and concise account of 
the vitamins, including the vitamin-deficiency diseases, 
The volume also contains articles on tremor, tuber- 
culosis and a general survey of tropical diseases. A 
valuable cross-index at the end of every section gives 
references to allied articles in other volumes of the 
encyclopedia. The marginal notes are useful for 
quick reference or revision and are happily less 





numerous than in some previous volumes, where they 
often distracted the eye from the text. The illustra- 
tions are good and well reproduced throughout. The 
general standard of the book is such that we can look 
forward with confidence to the supplement to the 
encyclopedia, which the publishers promise will be 
ready at an early date. 


Urine 

Examination and Clinical Interpretation. By C. E. 

Dukes, M.D. Edin., D.P.H., pathologist to St. 

Peter’s Hospital for Stone, and to St. Mark’s 

Hospital. London: Humphrey Milford, Oxford 

University Press. 1939. Pp. 403. 25s. 

Tus is the most complete and up-to-date work on 
urine examination. Although a book of reference, it 
is readable. There is a short illustrated historical 
introduction, followed by a complete account of the 
physical and chemical characters of normal and 
abnormal urines. A section on microscopical deposits 
is followed by a description of bacteria and other 
parasites in the urine, and here there is a wealth of 
detail on bacteriological methods including media 
making. But the best section is that devoted to 
hormone tests, with excellent coloured plates showing 
Aschheim-Zondek results. The rest of the book deals 
with the exeretion of vitamins, enzymes, drugs and 
poisons, urinary caleuli and renal function tests. 
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Textbook of Pathology 


A Correlation of Clinical Observations and Patho- 
logical Findings. By CHARLES W. DuvaAL, M.D., 
professor of pathology and bacteriology at Tulane 
University School of Medicine; and HERBERT J. 
SCHATTENBERG, M.D., associate professor of patho- 
logy and bacteriology at the London : 
D. Appleton-Century Company. Pp. 681. 


OA, 


sche ” yl. 
1939. 


Tus weighty students’ textbook is well got up and 
profusely illustrated, but its text is a disappointment. 
A single example, taken at random, illustrates the 
tandard of the book. To the subject of gangrene there 
are four references in the general index. On p. 26 
gangrene is defined as a form of necrosis which has 


undergone drying (mummification), or has become 
moist and occasionally erepitant. On p. 33 it is 
mentioned as a special form of necrosis. On p. 174 


the definition 
p. 349 the 


given 
word 


26 is repeated, while on 
occurs in brackets after 
the word That is all the student will find 
about on first reference, but if he searches 
through the whole index systematically he will find 
scraps of additional information referred to in sub- 
headings. Thus, under “ Infaretion—gangrene in,” 
he will be referred to pp. 60 and 62. On p. 60 the 
word gangrene does not occur, but on p. 62 he will 


on p- 
gangrene 
necrosis. 


gangrene 


read the following rather disturbing note: “ The 
essential factor in all infarcts is the necrosis. When 


clinical 
ineiden- 


in external parts are infarcted the 
designation is gangrene (fig. 54).” Fig. 54, 
tally, is a photograph of a consolidated lung. 

This book lays claim to being a work on morbid 
anatomy. The authors say in the preface that the 
student should be thoroughly grounded in histopath- 
ology. It is difficult to see how anyone could get any- 
thing but the most hazy idea of the morbid anatomy 
or histology of gangrene from the above disjointed 
And, unfortunately, the section on gangrene is 
typical of the whole. 


tissues 


notes. 


Physiology and Pharmacology of the Pituitary Body 
By H. B. VAN DYKE, head of the division of pharma- 
cology, Squibb Institute for Medical Research, New 
Brunswick. London: Cambridge University Press. 

fol. 2. 1939. Pp. 402. 6d. 

Tue rapid advance of endocrinology in the past 
fifteen years has produced a voluminous literature; 
this year two new specialist journals have been 
initiated, the English Journal of Endocrinology and 
the French Annales d’endocrinologie. Incidentally, 
there was already one French journal devoted to endo- 
erinology and such duplication justifies only too well 
the protests against the chaotie state of the literature 
raised in The Lancet earlier in the year. While 
national duplication persists there seems to be little 
hope for international unification even in a peaceful 
world. It seems inevitable that in the future the 
non-specialist and the specialist wanting information 
on subjects other than his own, will inereasingly rely 
on eritieal reviews and digests. Professor van Dyke’s 
is such a book. 

The first volume was published in 1936 and covered 
the literature on the anatomy, physiology and phar- 
macology of the pituitary body up to the middle of 
1935. At the time it was widely welcomed, but it 
was felt that it would rapidly become out of date. 
The second volume removes the basis for that 
eriticism. It is essentially a supplement to the first 
and the literature from 1935 to the early 
months of 1938. The aim has not been to cover every 
paper published in those two and a half years, though 
when it is realised that there are 1418 papers in the 
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bibliography (and these are only 78 per cent. of the 
titles considered) it will be appreciated that little is 
omitted. 

The writing of such a volume must entail much 
laborious work and the financial reward cannot be 
large. By carrying out this task Prof. van Dyke has 
earned the gratitude of all working on the pituitary 
gland as well as non-specialists who have no time 
to penetrate the thickets of specialist literature. One 
hopes that further volumes will follow in due course. 


New 


A LIGHT CARRIER FOR STRETCHERS 


To reduce the labour and increase the speed and 
smoothness of transport of many stretcher cases from 
the easualty block of the General Hospital, Birming- 
ham, to the wards and resuscitation department, the 
Raynal Manufacturing Company Ltd., Woodburn 
Road, Birmingham, 21, have designed and made light 
wheeled carriers (see figure). The weight of the 
carrier is 20 lb., and it may be attached with clips to 
a stretcher (either the old wood and canvas type or 


Inventions 





Stretcher carrier in use. Note the legs which enable it to 
stand by itself with the patient slightly tilted. 


the new steel and wire one), so that two bearers can 
lift both with a patient over obstructions, such as a 
small flight of stairs and a kerbstone. The carrier 
runs easily and will turn in its own length; one man 
ean push it fully loaded on a smooth surface without 
difficulty for a considerable distance. It will stand 
by itself with the patient tilted slightly with the feet 
down, and even with four folds of blanket under him 
there is no tendency to slipping. A restless patient 
should not remain on the stretcher unattended, for, 
although fairly stable, it can be overturned if the 
patient leans well over the side. 

Primarily designed for use in large institutions, the 
earrier would also be valuable in first-aid posts, in 
general stretcher-bearing on paved roads, and on rail- 
way platforms for the loading of ambulance trains. 
The carriers can be stacked in nests of three and 
occupy little space when not in use; another type will 
be available shortly, fitted with more elaborate sup- 
ports, so that with a stretcher it may completely 
replace the heavy four-wheeled trolley, and (if there 
is any demand) one fitted with larger tires and springs 
for use on rough roads and a collapsible carrier for 
transport in motor ambulances can be supplied. 

A. P. Tuomson, M.D. Birm., F.R.C.P. 


General Hospital, Birmingham. 
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FOOD IN TINS 


THE outcry that the modern housewife is a 
mere tin-opener is a gibe at the modern woman 
and not at the quality of the food she provides 
for the household. The implication, however, is 
that the food thus provided is not all that it 
should be. There is nothing wrong, from the food 
value point of view, with tinned foods. Gener- 
ally speaking, gramme for gramme, they are 
better value than fresh foods as ordinarily pur- 
chased, for they contain little refuse. They have 
the further advantage that, because they are made 
up in relatively small amounts, the contents of 
the tin can be consumed at one meal with a 
reduction in spoilage from storing in a possibly 
defective larder. Seasonal variation, especially 
where fruit is concerned, can be reduced to a 
minimum. All this and much more can be read 
between the lines of Sir WiLLIAM SAVAGE’S essay 
on canned foods in relation to health, which 
appears on another page. This was to have been 
delivered this autumn as a Chadwick lecture but 
the events which prevented its delivery have made 
its contents of more immediate topical interest. 

Rationing may soon be upon us, and what the 
housewife wants to know is how she can feed her 
family to the best advantage on her weekly 
allowance. As to the quality of canned foods, Sir 
WILLIAM SAvaGE leaves her in no doubt. They 
are less often the vehicle of food-poisoning, and, 
in a word, they can be accepted as a safe and 
convenient source of food without any special 
hazards, nutritional, chemical or bacterial. On 
the budget side Sir WiLu1Am does not touch. The 
relative cost of canned and fresh foods is outside 
the scope of his review. There is no doubt, how- 
ever, that canned foods are relatively expensive; 
buf, leaving aside so-called invalid and luxury 
specialties, is there any evidence that they are 
unduly so? 

The cost of selection, with its necessary waste, 
of the original foodstuff, the handling and the 
preparation required for filling the individual cans, 
the canning process itself, including the cost of 
the cans, the cost of carriage, insurance and 
marketing, all add up. A scheme for preparing 
dry skim-milk to be supplied at a low cost to 
crofters’ families during the winter when fresh 
milk is scarce was abandoned because, although 
the raw material was cheap enough, the cost of 
the cans, of drying and of carriage raised the 
price to a prohibitive level. Furthermore, compe- 
tition for the British market has been so keen that 
the canner cannot have been able, even if he 
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wished, to earn excessive profits; he must rely in- 
stead on the size of his turnover. To get a big 
market obviously means the provision of a good 
product at a reasonable cost. It may well be that 
as is the case with fresh fruit and vegetables it is 
the middle-man who gets the lion’s (or the jackal’s) 
share. It is difficult to get first-hand information 
on these points, although now it is essential to 
have it. Many questions remain to be answered 
after the Chadwick lecture has been digested. 


PREVENTION AND TREATMENT OF GAS 
GANGRENE 

Tue mortality from gas gangrene has been 
estimated at about 50 per cent. and its incidence 
in war wounds is high: it is therefore now a sub- 
ject of serious importance. Prevention is the 
ideal to be aimed at. In any infection two main 
factors must be considered, the seed and the soil. 
In gas gangrene the seed is the Clostridium welchii 
andother related anaerobic bacteria often associated 
with aerobes; infection cannot develop in a wound 
unless the organisms are allowed to remain there 
long enough to multiply and do their dirty work. 
Their stay must therefore be cut short by killing 
or removing them at the earliest possible moment. 
To kill them in the wound is always difficult and 
often impossible, but they can be effectively 
removed by early and thorough excision of all 
foreign bodies and contaminated tissues. Ideally 
this entails complete excision of the wound in its 
literal sense but in actual practice this can seldom 
be done, although it must be approached as nearly 
as may be. It is always wise in addition to use 
a benign antiseptic (such as flavine) in the hope of 
killing any organisms that remain. If the sowing 
of the seed cannot entirely be prevented the soil 
must be made unproductive. All devitalised 
tissue, especially muscle, must be excised, 
adequate drainage provided, and the part immo- 
bilised. This is elementary surgery but it is the 
foundation of success. BOHLER relies entirely on 
these measures; he does not even use prophylactic 
antiserum, and in 1933 he could write! that they 
had never failed. Trueta,? another exponent of 
thorough and specially early débridement of 
wounds, saw only one case of gas gangrene 
develop in over a thousand fractures treated by 
his methods in Barcelona during the Spanish war, 
whereas the condition was already present in 
several patients transferred to his clinic many 
hours after the injury. His experiences emphasise 
the need of making the interval between injury 
and operation one of minutes rather than hours. 

The treatment of the established infection is 
more difficult and much more uncertain. .The 
knife is again the weapon. The wound must be 
laid open widely and left open, and all dead, 
dying and crepitant tissues, especially muscle, 
must at once be removed. Immediate amputa- 
tion may be unavoidable in the more serious cases 


1. Béhler, L., Die Technik der Knochenbruch behandlung, 
Vienna, 1933. 
2. Trueta, J., Treatment of War Wounds and Fractures, London, 
939. 
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but the local treatment can often be tried first, 
and Mr. Brirtatn describes in this issue a case in 
which expectant treatment was successful and the 
limb saved. Antiseptics are unlikely to be effec- 
tive, but irrigation of the wound with hydrogen 
peroxide has a sound theoretical basis and should 
be tried. MuITCHINER CowELL * recommend 
injection of hydrogen peroxide into the surround- 
ing tissues to prevent the spread of anaerobic 
Large doses of antiserum should also 
be given although its value is doubtful, some 
workers having produced clinical and _ experi- 
mental evidence of its effectiveness while others 
So long as it does no harm 


and 


infection. 


have found it useless. 
and there is a chance it may do good the patient 
should be given the benefit of the doubt. Kentry * 
and his co-workers are enthusiastic about X-ray 
treatment and their least justify a 
thorough trial of this method. What of chemo- 
therapy? Like serum it has given contradictory 
the balance of evidence seems to be 
30HLMAN ° records the recovery of 
three cases of gas gangrene, one of them justifi- 
ably described as desperate, after treatment with 
sulphanilamide. JANSEN ® and his colleagues have 
reduced the incidence of infection in compound 
fractures from 27 per cent. to 5 per cent. since 
started putting crystalline sulphanilamide 
Good results 


results at 


results, but 
in its favour. 


they 
into the wound before suturing it. 
have also been obtained in cases of puerperal ’ 
and post-abortal*® infection with Cl. welchii 
On the other hand, Kenprick * found sulphanil- 
amide and related compounds quite unable to save 
guineapigs experimentally infected with Cl. 
welchii. Nevertheless, while there is 
evidence in their favour these compounds should 
be used in all established cases. 


WHAT IS NORMAL BLOOD-PRESSURE ? 


So much doubt exists and such varying state- 
ments are made about the normal range of blood- 
pressure that any extensive survey must be 
examined with interest. Ropryson and Brucer ?° 
have analysed results obtained from the examina- 
tion of over ten thousand apparently healthy 
people of all ages, many of whom had been under 
for ten years, and have shown that 
the familiar ‘‘ age plus 100’’ formula is quite 
misleading. They find that the normal range of 
systolic pressure is 90-120 mm. of mercury, that 
of the diastolic pressure 60-80 mm., and further- 
more that the mature blood-pressure is reached in 
adolescence and does not with age. From 
day to day and from year to year there may be 
a variation of 5-10 mm., but apart from this the 


some 


observation 


rise 


blood-pressure in health is constant. They say 
that if a person’s blood-pressure exceeds 120 
systolic and 80 diastolic over a ten-year span he 


is almost certainly going to develop gross hyper- 


t. Mitchiner, P. H. and Cowell, E. M., Lancet, 1939, 1, 287. 

4. Kelly, F. J., Dowell, A., Russum, B. C., and Colien, F. E., 
Radiology, 1939, 31, 608. 

5. Bohlman, H. R., J. Amer. Med. Aas. 1937, 109, 254. 

6. Jansen, Luverne, Johsvind and Nelson, Surgery, 1939, 6, 1. 

7. Baker, J. K., Lancet, Sept. 16, 1939, p. 646. 

8. Sadurkand and Mannhan, J. Amer. Med. Ass. 1939, 113, 14. 


%. Kendrick, D. B., J. clin. Invest. September, 1939, p. 593. 
10. Robinson, 5. 
1939, p. 409. 


., and Brucer. M., Arch. intern. Med. September, 
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tension sooner or later; they find too that 
transient elevations are often the precursors of a 
permanent rise. 

These conclusions are so important that it is 
desirable to see how they have been reached. 
The subjects observed were living in Chicago, and 
most of them had been accepted for life assurance 
after examination many years previously. They 
were aged from 20 to 70, and were urban men 
and women leading relatively sedentary lives. 
The actual estimations were carried out by six 
physicians using a uniform technique and employ- 


ing the auscultatory method; whenever the 
reading was unusual the estimations were 


repeated. The diastolic reading was taken as the 
point where the loudest sound ends. Two-thirds 
of all the records were below 125 systolic and 
80 diastolic. The vast majority of those whose 
pressures were below 140/90 showed no rise in 
pressure as they got older; whereas, in the group 
with pressures above this figure there was a steady 


increase with age and the age at death was 
considerably below the average. Rosinson and 


Brucer maintain that hypertensive heart disease, 
ischemic renal disease, coronary thrombosis and 
cerebral disasters are almost exclusively confined 
to the group with blood-pressures above what they 
have laid down as the true normal. They 
consider that more than 40 per cent. of the adult 
population is either actually or incipiently hyper- 
tensive, and that the expectation of life decreases 
progressively as the systolic or diastolic blood- 
pressure rises. Their exposure of the “‘ 100 plus 
age’’ fallacy is not new. A year ago, LINNELL 
and THomson™ stated that it had finally been 
disproved, and laid down that between the ages 
of 20 and 60 the pressure should not normally 
increase more than 15 points. Roprnson and 
Brucer’s criterion of the upper limits of normality 
(140/90) would agree with this, assuming that 
125/80 is normal at 20. 

On the other hand, they find that people with 
low blood-pressure live longest, and that low 
pressure in itself never justifies an unfavourable 
prognosis. Hypotension, they say, is not a 
pathological condition, but is an ideal blood- 
pressure level, and they find no evidence that 
hypotension is ever in itself responsible for 
symptoms. Certainly many English cardiologists 
would agree that hypotension is a cause for con- 
gratulation rather than a cause for commiseration. 
If these various conclusions are true—and the 
work is impressive—life-assurance companies 
would be wise to penalise hypertension even more 
than they do now. This brings with it the 
corollary that teachers of medicine should make 
sure that their students are genuinely competent 
in the use of the sphygmomanometer. That is 
not to say that minute degrees of accuracy should 
be aimed at—many an experienced physician feels 
that he is not justified in reading pressures to 
anything closer than 5 mm. of mercury. But at 
present it is to be feared that if fifty average 
medical men estimated the blood-pressure of one 


11. Linnell, J. W., and Thomson, W. A. R., Brit. med. J., 1938, 2, 
442. 
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patient their results would vary to an extent 
which might make it difficult to draw prognostic 
conclusions from them. 


CARCINOGENIC ACTION AT A DISTANCE 

One of the most interesting developments of 
experimental cancer research in the past few years 
is the ability to produce tumours at a distance 
from the site of application of the carcinogenic 
chemical, and in a different organ. The first 
knowledge of such an action was gained when 
LatHrop and Logs‘ removed the ovaries of young 
mice of a strain with-a high incidence of cancer, 
and found that as they grew older mammary 
cancer was far less prevalent among them than 
among controls that had not been castrated. 
By successive stages various workers showed that 
this particular “‘ organ association ’’ is due to the 
action of ovarian follicular hormone, and it even 
proved possible, by repeated subcutaneous injec- 
tions of folliculin (cestrin), to produce mammary 
cancer in male mice of a cancer-bearing strain. 
The disease can also be induced by the same 
means in females of ordinary stock, though the 
proportion of tumour-bearers is less. Evidently 
the normal physiological relationship between 
mammary-gland cells and follicular hormone is 
replaced by a pathological reaction to an increased 
dose, and the susceptibility is greater or less 
according to hereditary constitution. The same 
reaction to cestrin or its derivatives has been 
found in rats. By injecting estrone intramuscu- 
larly or implanting it in pellets, GescHicKTER ? 
succeeded in inducing cancer of the breast in 
males and females of a strain in which no spon- 
taneous tumour of that nature had ever been 
seen. In this case no hereditary predisposition 
was involved and the relationship was merely 
physiological. 

Nearly all strains of mice bear lung adenomata 
as the mice age, and the incidence of these 
tumours is greatly raised under treatment by 
cutaneous, subcutaneous or intravenous appli- 
cations of 1:2:5:5-dibenzanthracene; sometimes, 
indeed, the lungs are even more susceptible than 
the subcutaneous tissue. Here the susceptibility 
is inherited as a mendelian dominant. The 
discovery by Yosuipa* that O-aminoazotoluene 
given by mouth causes liver carcinoma in rats 
was an accidental one in the course of a system- 
atic test of the carcinogenic action of certain 
aniline dyes. A chemically related dye, dimethy]l- 
aminoazobenzene, which according to Krnosira 4 
is yet more active in the liver, is of special 
interest because under the trade name of ‘‘ butter 
yellow ’’ it is used in Japan to colour butter, oils 
and other human foodstuffs. Aniline cancer of 
the bladder was produced in dogs by subcutaneous 
injections of B-naphthylamine by HveEprr and 
others® a short while ago. The most recent 
instance of action at a distance was recorded in 
our columns by Liescniitz and Varaeas,® last 
June when they described the induction of fibro- 
1. Lathrop, A. E. C., and Loeb, L., .7. Cancer Res. 1916, 1, 1. 
2. Geschickter, C. F., Science, 1939, 89, 35. 


3. Yoshida, T., Tokio Igaku. Z. 1932, 46, 2398. 
4. Kinosita, R., Trans. Soc. Path. Jap. 1937, 27, 665. 
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myomas in the uterus and abdominal cavity of 
guineapigs by subcutaneous’ injections or 
implanted pellets of ovarian follicular hormone. 
In our issue of Oct. 21 they reported further 
experiments on the means whereby this ‘‘ tumori- 
genesis ’’ may be prevented. 

When special susceptibility to cancer exists in 
any organ, minute quantities only of the carcino- 
genic chemical may be required to reveal it. We 
drew attention in our issue of Sept. 16 to the 
very small dose that caused cancer of the lungs in 


Magnus’s experiment. Confirmation of- this 
opinion is now available from the work of 


ANDERVONT,’ who incidentally has added to the 
list of those that act on the lungs from a distance 
two chemicals, 3:4:5:6-dibenzcarbazole and 
2-amino-5-azotoluene, neither of which belongs to 
the series of polycyclic hydrocarbons. In an 
inbred strain he induced pulmonary tumours with 
as little as 0-2 mg. of 1:2:5:6-dibenzanthracene 
and 0-1 mg. of methylcholanthrene given in single 
intravenous injections. Similarly lung tumours 
developed, though’ at a later date, in non-sus- 
ceptible hybrid mice after the injection of 1 mg. 
of dibenzanthracene. In discussing these observa- 
tions ANDERVONT suggests that hereditary 
influence is only a matter of degree. Strains of 
mice which do not ordinarily bear more than 
1 per cent. of these tumours reveal the same 
sensitivity to the chemicals injected at a distance, 
while other species of animal in which no inbreed- 
ing has been carried out also show organ 
susceptibility to certain substances. Nor can this 
action be merely constitutional; the carcinogen 
does not operate by releasing an_ inherited 
tendency. He has shown that the chemical must 
actually reach the cell which eventually becomes 
malignant. If it is localised at the site of injec- 
tion, by adsorption on charcoal, lung tumours do 
not develop; whereas a similar suspension injected 
intravenously will induce lung tumours. The 
circulatory arrangements of the body ensure that 
the whole of the circulating chemical must pass 
through the lungs, while only a smaller portion 
will reach liver, mammary glands and other 
regions. This may explain why the effective dose 
required appears to be greater in the latter organs. 
It may, however, be extremely small when it acts 
on an organ whose susceptibility to tumours has 
been raised by breeding. 


. Hueper, W. C., et al., J. industr. Hyg. 1938, 20, 46. 

. Lipsenhiitz, A., and Vargas, L., Lancet, 1939, 1, 1313. 

. Andervont, H. B., Publ. Hith Rep. Wash. Aug. 18, 1939, 
1512, 1524 and 1529. 


aD 


ScoTrisH MEDICAL CURRICULUM.—The long expected 
reorganisation of the medical curriculum at the 
Scottish Universities has had to be postponed. In 
both Edinburgh aud Glasgow arrangements had been 
made for extending the curriculum to cover six 
years, but it has been decided that the dislocation 
which would be involved is now unjustifiable. 
Students entering on a medical course will therefore 
follow the old five-year plan. The number of enrol- 
ments in the medical faculties have not so far suffered 
any serious depletion, but many of the teaching staffs 
have been removed for war service and this, added to 
the partial disorganisation of hospital facilities, has 
made clinical teaching more difficult than in peace-time. 
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ANNOTATIONS 


WOMEN AND SPORT 

Tue value of open-air exercise for women is now 
well recognised, but the question of athletics is 
still at issue, and on this point there has been little 
medical guidance in this’ country. The Women’s 
Athletie Association itself recently asked for some 
definite medical pronouncement on certain items such 
as the long jump and hurdling, and the medical com- 
mittee of the National Fitness Council formed a sub- 
committee under the chairmanship of Sir Adolphe 
\brahams to test opinion. This subeommittee pointed 
out that adequate research into the effect upon women 
of competitive athletics would have to extend over 
several years, but by means of interviews and 
questionnaires they would collect data indicating any 
deleterious or advantageous results. Representatives 
of competitive standard in swimming, water-polo, 
rowing, tennis, team games and all-round athletics 
were interviewed. The results were summed up by 
Sir Adolphe Abrahams, who reported that “ The 
committee had endeavoured to obtain adverse criticism 
on violent exercise for women and girls, but up to 
the present without success.” 

Dr. S. K. Westmann, in an opportune book,’ con- 
tends that any form of exercise for women—as distinet 
from men—must be considered in relation to their 
aifference in build, physiological function, and opti- 
mum type of expenditure of energy. If a graph is 
plotted ef the pain rhythm during the first and second 
stages of labour, both curves show a gradual rise and 
fall of action and relaxation. This indicates, he sug- 
gests, that the type of movement suitable for women 
should be “the line of golden mean” and not move- 
ments which “strain them to the uttermost as in the 
cease of men.” Strong jerky violent or jarring exer- 
cise should be avoided. By an anatomical analysis 
he claims to show the ill effects which would inevitably 
follow violent exercise during menstruation and 
pregnancy, especially the first three months. Where 
such ill effects are not clinically apparent, he claims 
a sexless and sterile type is produced. With examples 
from his own experience as physician and obstetrician, 
he supports his belief that “too great indulgence in 
sports designed for men is not favourable for the 
childbearer of the race, since it will tend to be the 
means of reproducing a female type of rigidity of 
fibre which the obstetrician has so much cause to fear. 
She has the museles for exerting pressure, but not for 
vielding when occasion requires it.” 

Whether athletic training for women is more inten- 
sive and harmful in Germany and America, from 
which countries Dr. Westmann gets most of his 
figures, than it is in England, cannot be checked from 
lack of comparative data. The only British figures 
given are those from an investigation in 1924 of 224 
married and normally feeund gymnastie teachers in 
whom 29 per cent. of confinements were difficult. 
This section of the community does not of course 
take part in the violent and competitive exercise which 
Dr. Westmann complains about. It will be interesting 
to see the results of the questionnaires issued this year 
by the Medical Women’s Federation in conjunction 
with the Ling Association, also to married gymnastic 
teachers, but with relatives and friends as “ controls,” 
an essential precaution which is often lacking in such 

tatistics. Dr. Westmann devotes several interesting 


1. Sport Physical Training and Womanhood. By Stephan K. 
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chapters to the indubitably good effects of many 
general sports taken in moderation—cross-country 
running, walking, golf, swimming and tennis. Here 
he relaxes his emphasis on purely gynecological 
aspects and gives a good technical and physical 
analysis. He adds pertinent warnings about cycling, 
sprinting, putting the weight, ski-ing and moun- 
taineering. The two last sections of the book deal 
with special remedial exercises during pregnancy and 
the puerperium, and general gymnastics for women. 
These are not new but are clearly described and illus- 
trated, and sound applied anatomical principles are 
handled with equally sound common sense. 


SKIN COMFORT 


A RECENT development in the study of temperature 
control has been the analysis of purely physical factors 
determining heat loss from the body. The perfecting 
a few years ago by Dr. J. D. Hardy of an instrument 
measuring heat radiated from the body, as distinet 
from that removed by convection and evaporation, has 
enabled the part played by the skin to be fully investi- 
gated. Dr. E. F. Du Bois’ points out that in spite 
of their boasts “nudists possess no magic that will 
interfere with the laws of radiation.” The body is a 
physieal as well as a physiological entity. Lest he 
should be thought to claim this as a new revelation 
Dr. Du Bois gives full credit to Adam and Eve, 
Newton, Rubner, Leonard Hill, and above all, for their 
practical knowledge, to the Eskimos. But his review 
deals chiefly with the patient work, carried on by 
himself and his colleagues at the Cornell Medical 
College, in the tradition established by Graham Lusk. 

The hero of the story is the subject who comes to 
the laboratory at 9 o’clock and receives no breakfast 
until 2.30. For most of the intervening time he is 
suspended naked on a fishing net in a calorimeter, with 
little company save a rectal thermometer and no 
occupation except to make passes over his skin with a 
Hardy radiometer when told to do so. In case he 
should be thought to be merely an innocent victim, 
it is only fair to remark that his initials, appearing on 
the graphs, are sometimes E. F. D. B. and sometimes 
J.D. H. The modes of heat loss have been studied in 
numerous environmental conditions, and the large part 
played by radiation when these are “normal” is 
striking. The colour of the skin makes practically no 
difference, for it radiates in the relatively long infra- 
red range where it acts as a perfect radiator—in 
physical terminology a perfect “black body.” This 
allows the temperature of the skin to be deduced from 
the radiometer readings, the surface of the body 
remaining untouched by any instrument; further, an 
accurate estimate can be made of the skin circulation. 
Comparison of the temperature of the central mass of 
the body, as given by the rectal thermometer, with that 
of the surface layer shows the physical gradient of 
heat loss. Below 28° C. the skin acts as a heat insu- 
lator, somewhat more efficient than cork, whereas above 
34° C. it takes on the opposite function to such an 
extent that the flow of blood through the skin may 
amount to 12 per cent. of the cardiac output. The 
“eomfort zone” for the naked body is round about 
30° C. Above this temperature the heat-losing power 
of the skin must be inereased; below it heat is lost 
passively in spite of the protection of bloodless skin, 
and rigors—resulting in increased heat-production— 
ultimately take place. These have also been studied 


1. Du Bois, E. F.. in Harvey Lectures (New York) 1938-39: 
London: Bailliére, Tindall and Cox. 1939. Pp. 279. 18s: 














san ee ~~ ae 


fro 4 ohm 


+2] 


os 


e) 


al 


to 





ied 


-39° 
18s" 





THE LANCET] 


and can be precipitated and postponed by drinking 
cold water and alcohol respectively. The ability of 
aleohol to inhibit shivering, although esthetically 
desirable, is physiologically harmful. 

Besides disclosing new facts and stimulating research, 
the work has systematic value, for it includes many 
measurements apart from radiant heat loss. The 
influence of clothes on the extent and partition of 
heat loss in different environments is studied and it 
should ultimately be possible, given certain fixed 
conditions, to say how such conditions as remain 
variable should be adjusted so as to give the maximum 
“comfort zone.” Bedford and Warner,’ who have 
recently investigated the question of comfort from 
the subjective side, show that heat loss and its impair- 
ment is not the only factor to be taken into account, 
but it must always be of fundamental importance. 
Dr. Burton covers recent work on temperature regula- 
tion and his article* will be found useful by those 
who would see the work of Du Bois and his colleagues 
in perspective. 


STUDIES ON THE ENDOMETRIUM 


Many attempts have been made lately to classify 
the various histological pictures to be seen in the 
endometrium, Herrell of the Mayo Clinic* distin- 
guishes in the first place between primary and 
secondary ovarian dysfunction, the latter being due 
to a pituitary or thyroid disturbance. In these 
primary and secondary groups the histological changes 
in the endometrium are the same; but this is easily 
understood when one recognises that the endo- 
metrium cannot directly obey a higher endocrine 
command unless this is issued through the ovary as 
intermediary. To take a simple instance, the injec- 
tion of anterior-pituitary hormones, in however large 
and potent doses, cannot alter the endometrium in 
the woman with no ovaries, 

The histological classification suggested by Herrell 
is a division of the endometrial cycle into a phase of 
menstruation, a phase of early proliferation, and a 
phase of late proliferation, followed by a phase of 
early differentiation and a phase of late differentiation. 
The last corresponds to the secretory phase of English 
writers. Should any of these phases be arrested, it 
will persist and the histological findings will depend 
on the time in the cycle at which it was arrested. 
Thus an endometrium that shows proliferation with 
no secretory changes at the 2lst day of a 28-day 
cycle is evidence of deficiency or absence of lnteinising 
hormone. The patient will have a normal urinary 
estrin content, but her excretion of pregnandiol in a 
24-hour specimen of urine will be deficient or absent ; 
her ¢omplaint will be bleeding or sterility. Similarly, 
persistence of the early secretory phase, appropriate 
to about the 18th day of the cycle, in endometrium 
removed at the 27th day of a 28-day cycle is evidence 
of incomplete differentiation, due to partial failure of 
the corpus luteum. Such a patient will have a 
subnormal excretion of pregnandiol and will very 
probably be sterile, but she is unlikely to suffer from 
bleeding. When cystic changes are found in the 
endometrium in association with the proliferative 
phase the tendency is towards excessive hemorrhage ; 
whereas when they are found in the secretory phase 
the tendency is towards sterility without bleeding. 

Herrell maintains that carcinoma occurs almost 
always in the persistently proliferative type of endo- 


2. Bedford, T., and Warner, C. G., J. Hyg., Camb. September, 

1939, p. 498. 

3. Burton, A. C., in Annual Review of Physiology, vol. i, 
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4. Herrell, W. E., Amer. J. Obstet. Gynec. 1939, 37, 559. 
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metrium, in which secretory changes are rarely seen 
but cystic changes are not uncommon, Such an 
endometrium resembles the type associated with 
unopposed cestrin activity, the influence of the 
corpus luteum being absent. The existence of this 
excessive cestrogenic activity is, he says, supported 
by the finding that follicular cysts are present in the 
ovaries in 90 per cent, of cases of carcinoma of the 
body of the uterus and by the presence of cestrin in 
the urine of these patients. He has never seen 
carcinoma of the body of the uterus in a previously 
castrated woman, 


A YEAR’S WORK FOR EYES 

In its annual report for 1938-39 the work of the 
National Ophthalmic Treatment Board is considered 
under three headings: investigation, education, and the 
origin and development of the National Eye Service. 
Of 50,741 cases of eye defect here analysed the great 
majority were due to errors of refraction, and presby- 
opia accounts for the largest number of these. 
Diseases of the conjunctiva, cornea and uveal tract 
same next. The report points out the importance of 
good eyesight and good lighting in. industry. Bad 
lighting has been shown to have a significant effect on 
the accident-rate and the quality and quantity of work 
dene. Those doing fine and close work and work that 
requires a full field of vision and a proper apprecia- 
tion of depth and distance—such as motor driving— 
should have a proper examination by an ophthalmo- 
logist. 

Owing to the cost of newspaper advertising the 
board is mainly dependent on the general practitioner, 
welfare worker and public-health officials to educate 
the public about the benefits of medical eye examina- 
tion. However, a film “ Eyes Right” was issued at 
the beginning of 1938 and has been shown with suecess 
in halls and schools throughout the country. A film 
dealing with eye diseases and refractive conditions 
will shortly be available for the medical profession. 
Several exhibitions have been given, notably one at 
the Charing Cross Underground station, where 50,000 
leaflets were distributed. In order to interest the 
employer in the eyes of his workers, a booklet “ Vision 
in Industry ” was issued by the board, and in addition 
leaflets and posters have been distributed in factories 
and lantern lectures have been given to trade unions. 
Since its inception in 1929 the National Eye Service 
has treated 700,172 patients, the annual number 
haying now risen to 150,000. 


TUBERCULOSIS AND PREGNANCY 


THERE is an old adage that a consumptive woman 
bears a first pregnancy well, a second badly and a 
third never. Statisties do not entirely bear out this 
gloomy view of the situation. Few controlled observa- 
tions have been made, but whenever the same age- 
groups have been observed over the same length of 
time under similar social conditions the fate of the 
tuberculous pregnant woman has not been found to 
be significantly worse than that of the tuberculous 
non-pregnant woman. This applies particularly when 
both groups were placed under a sanatorium regime. 
And yet other things being equal it is not unreason- 
able to suppose that a woman exposed to two risks, 
tuberculosis and pregnancy, is less well placed than a 
woman exposed to one of these risks only, and every 
clinician has seen examples of tuberculosis and preg- 
naney which have devastated the life of a young 
family. Small wonder if he is apt to give a bad 
prognosis, ignoring the finely balanced evidence of 
the statistician. Mechanical factors are often advanced 
to explain the malign effect of pregnancy on tubercu- 
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losis; the raising of the diaphragm is said to diminish 
the pleural space, to limit the expansion of the lung 
and to decrease the pulmonary circulation. Others 
claim that longitudinal reduction of pleural space is 
compensated for by increase in width, that the hamo- 
respiratory exchange is not markedly interfered with, 
that tubercle often flares up in the early months of 
pregnancy before the diaphragm is pushed up and 
that in any case the effect of partial collapse of the 
lung as seen in artificial pneumothorax does not seem 
to interfere with the pulmonary cireulation. Whatever 
the explanation may be—and there are several others 
besides the mechanical ones—the fact remains that 
of the worst instances of the effeet of preg- 
nancy on tuberculosis are those in which the disease 
flares up after a confinement, and that in spite of 
good health and care during the previous nine months 
and an easy labour. On p. 976 of our present issue 
Dr. Josephine Barnes relates a case of this kind, in 
which a bad result was anticipated by the induction of 
pneumoperitoneum, followed by a course of sano- 
erysin. The attained in this case merits a 
further trial of the method especially if carried out, 
as it was in this instance, under expert control by 
obstetrician, physician and radiologist. 
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THE DOYEN OF PHARMACOLOGISTS 


Hans Horst 


Meyer, whose death on Oct. 6 is 
announced at the age of 86, was the chief direct 


inheritor and transmitter of tradition from a great 
era which, under Binz, Buchheim, Schmiedeberg and 
Bohm, saw the foundation in Germany of pharma- 
cology as an experimental science. Meyer was a 
pupil of Ludwig and of Schmiedeberg, and after a 
brief tenure of the chair of pharmacology in Dorpat, 
held those in Marburg and in Vienna for the main 
periods of his active career. His name will always 
be associated with the theory connecting anesthetic 
activity with relative solubility in water and lipoid 
solvents, put forward at the same time and indepen- 
dently by E. Overton. Other well-known researches by 
Meyer dealt with the natural and artificial musearines, 
and with local tetanus, the latter in association with 
the late F. Ransom. No list of Meyer’s published 
researches, however, can do justice to his position and 
influence in pharmacology, which spread far beyond 
his own country. A man of distinguished and attrac- 
tive personality, he made-many contaets here and in 
America, as well as on the continent of Europe. The 
text-book of experimental pharmacology, which “he 
wrote with the late R. Gottlieb, is a standard work, 
kept up to date till recently with his pupil and sue- 
cessor FE. P. Pick, now in America. Another 
distinguished pupil of Meyer is O. Loewi, professor in 
Graz till 1938. For some years Meyer had been living 
in retirement in Vienna. 


TRINIDAD AND ITS TROUBLES 


Mr. Calder-Marshall went out to Trinidad in 1938 
to study for three months the causes of discontent in 
that chronic storm centre of the British Empire. He 
has produced one of the most readable and, in spite 
of its obviously biased outlook, one of the most infor- 
mative books yet written on a West Indian island.’ 
Trinidad contains a community of great racial and 
social complexity, and the visitor is usually too bewil- 
dered to learn anything of the real difficulties of 
government or people. The people themselves, their 
squalid surroundings, their amusements and interesting 
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folk songs (known as “calypsos”), their pathetic 
efforts to form trade-unions on the European model, 
are depicted in a vivid and very accurate series of 
sketches. His deseriptions of public health deficiencies, 
and especially of the notorious bad housing in Port 
of Spain are in no way exaggerated and are supported 
by quotations from recent official reports. The strenu- 
ous efforts made to improve the hospital and public 
medical services in recent years do not, however, receive 
adequate recognition. If, as he admits, the Hast 
Indian is indifferent to filth, and if the negro too 
often prefers the “sympathetic flummery” of obeah 
to rational medicine, it is hardly the fault of the 
government. Could Mr. Calder-Marshall bring him- 
self to believe that employers, and even government 
officials, are also God’s creatures he would be a more 
reliable observer and a sounder guide. As it is, he 
has produced a work on an important problem which 
all can read with profit and entertainment. 


M. & B. 693 


THERE are several points of interest in the record 
by Orgain and Poston’ of a case of gonococeal endo- 
carditis cured with sulphapyridine (M. & B. 693). 
The patient, a young woman, had fever, swollen joints, 
and finally endocarditis involving the pulmonary valve. 
Gonocoeci were repeatedly grown in blood-cultures 
and also a non-hemolytie anaerobic streptococcus. 
Sulphanilamide proved ineffective; so treatment with 
5 g. of M. & B. 693 daily by mouth was instituted 
and continued for a month, the concentration of the 
drug in the blood being maintained at about 6 mg. 
per 100 c.em. Complete recovery took place after a 
period of anemia attributable to the prolonged 
administration of M. & B. 693 in such large quantity. 
Blood-cultures showed that the gonococcus disappeared 
before the streptococeus. Coincident with the sub- 
sidence of the bacteremia, while the immune bodies 
appeared in the blood, the complement-fixation test 
became negative. That reaction had been high during 
the active stage of the disease, and it appears prob- 
able that the inverse relation between immune bodies 
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and complement-fixing antibody is of prognostic 
significance. 


1. Orgain, E. 8., and Poston, M. A., New Engl. med. J. Aug. 3, 
1939, p. 167. 


Prof. Anron von EIsELsBerG has not long survived 
his autobiography, of which a review appeared in our 
issue of April 1. He had not the massive proportions 
of his master Billroth, but for thirty years he occupied 
the chair of surgery in Vienna with distinction both 
as a surgeon and as a leader of his profession. 


The Nobel prize for physiology and medicine for 
1939 has ben awarded to Prof. GerHarp DomaaeK, 
director of the department of experimental pathology 
and bacteriology at the I.G. Farbenindustrie labora- 
tories at Elberfeld, in recognition of his discovery of 
Prontosil. As Nobel prizes are forbidden to Germans, 
Professor Domagk will probably be unable to. accept 
the award which amounts to nearly £9000. When 
Professor Domagk was awarded the Cameron prize 
of the University of Edinburgh earlier this year we 
published a brief account of his work (Lancet, 1939, 
1, 584). The Nobel prize for 1938, which was 
reserved last year, has now been awarded to Dr. 
CorneILLE Heymans, professor in pharmacodynamics 
in the University of Ghent, for his detection of the 
importanee of the sinus and aorta mechanism in 
breathing. 
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CANNED FOODS IN RELATION TO 
HEALTH 


By Str WiLiiamM SavaGe, B.Se., M.D. Lond. 


In 1923 I delivered the Milroy lectures before the 
Royal College of Physicians on the same subject as 
the present title. Since there were three lectures, I 
had room to discuss the subject in some detail. The 
lectures were subsequently published by the Cam- 
bridge University Press. Very great progress has 
been made since 1923 on the technical side of canning, 
and much experimental evidence acquired on the 
scientific side, especially as regards vitamins. In 
view of the great practical importance of the question 
my aim in the present paper is to bring the facts up 
to date, treating the various points as fully as limits 
of space allow. 


CONSUMPTION OF CANNED FOODS IN GREAT BRITAIN 

Although everyone is aware of the vast quantities 
of canned foods consumed, probably few realise the 
magnitude. Over 350 different commodities are 
now on the market. The United Kingdom is the 
largest single importing market for canned foods, and 
in 1937 over ten million cwt. was imported. Home 
production also is now considerable. These facts are 
brought out in tables I and II.* 


TABLE I—cANNED-FOOD IMPORTS, 1937 


Fruit .. 3,659,000 cwt. (pineapple (per cent.) 27, peas 
22-5, peaches 19-6) 

Vegetables .. 1,830,000 ,, (tomatoes about 65 per cent.) 

Fish .. 1,615,000 ,, (salmon (per cent.) 72-9, sardines 

6-2, crab 5-0, others 15-9) 
Meat .. .. 1,401,000 ,, (beef 77 per cent.) 
Milk and milk 1,684,000 ,, (sweetened skimmed (per cent.) 
products 74, unsweetened whole 19, 

sweetened whole 7) 


TasLe Il—nHOME PRODUCTION, 1935 


Fruit uy" 462,900 cwt. (11-1 percent. of total home pro- 

duction) 

1,400,000 ,, approx. (nearly half total home 
supply; canned peas 
largest item) 

(11 per cent. of total; 
canned herrings about 
2 of total 

Meat aa 233,000 ,, (mainly preserved meats) 

Milk and milk 966,000 ,, (proportion retained for home 
products market, excluding skim con- 

densed) 

1,100,000 ,, (pfoportion retained for home 
market, of skim condensed milk; 
includes a considerable quan- 
tity marketed in bulk) 

Also 166,000 cwt. of canned cream was produced in 1937. 


Vegetables 


Fish .. o% 180,000 _ ,, ” 


These tables show that, apart from milk and vege- 
tables, 85-90 per cent. of the canned foods consumed 
in this country is imported. This raises two questions 
about these imported foods : the care and supervision 
over production in the countries of manufacture and 
the extent of the supervision as they reach this 
country. 

Extensive steps are taken abroad to ensure satis- 
factory production, but these naturally are not 
equally stringent everywhere. My personal experi- 
ence is limited to U.S.A. and Canada, and I was 
impressed with their completeness and value. 
Judging from the various regulations in different 


countries, they compare very favourably with similar 


control over fresh foods. Even more important, 


* Compiled from A Survey of the Trade in Canned Foods, 
1939 (32nd report of the Imperial Economic Committee). 
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however, than regulations is the fact that a very high 
standard of cleanliness and care is an industrial 
necessity, for a lack of it is nearly always shown by a 
rising percentage of unsound tins and heavy economic 
losses. It would involve too much space and be 
outside the scope of my paper to discuss the control 
exercised over imports of canned foods, but from 
personal experience I know it is very extensive. [| 
refer those interested to a paper by White (1936). 
On the health side three problems have to be 
considered : (1) whether in the process of manufac- 
ture the food is affected in any way as regards its 
nutritive value ; (2) whether, either from the method 
of preparation or from the containers, any chemical 
substances may be added which may be prejudicial ; 
and (3) whether canned foods have any liability to 
convey or cause disease of bacterial origin and, if so, 
an estimate of the risk compared with the same 
foods in a fresh condition. Briefly put, the three 
problems in relation to health are possible alteration 
of the nutritive properties of the food, chemical 
additions, and bacterial infections or toxins. All 
three possibilities require detailed consideration. 


NUTRITIVE PROPERTIES 


Reduced to essentials, the canning process invo)ves 
preliminary treatment to select the parts of the food 
which are suitable for canning and in some instances 
to blanch, soften, or otherwise prepare the food and 
a subsequent heat treatment in sealed containers to 
render the food safe for storage for long periods 
and subsequent usage after preparation. All canned 
foods are therefore subjected to treatment, particu- 
larly by heat, and it is possible that this may affect 
the nutritive qualities of the food so treated. 

On the quantitative side there is no evidence that 
foods so treated have their total nutritive value 
affected in any way. Indeed from this point of view 
they possess considerable advantages due, on the one 
hand, to the fact that to give a successful commercial 
product the foods must be utilised by the canner in an 
extreme state of freshness and, on the other hand, 
that the preliminary treatment is calculated to make 
the whole of the food canned available as food without 
any wastage. 

Qualitatively the position is not quite so simple, for 
theoretically it is possible that the treatment given 
might affect the mineral balance and the vitamin 
content. The question of mineral balance really 
only arises as regards milk, and there is no evidence 
that it is affected. Henry et al. (1939), who studied 
this and other questions for dried and evaporated 
milk, state ‘no significant difference was found 
between the biological values of the proteins (nitrogen) 
of the processed milks,’ and “as regards biological 
value and true digestibility the figures show very 
slight reduction but not of statistical significance.” 

Our knowledge of vitamins and the conditions 
under which they are destroyed or reduced in foods 
has been greatly augmented in recent years, so it is 
now possible to furnish reliable data as regards their 
presence in canned foods. An excellent summary 
has been given by Fixsen (1938). 

Vitamin A.—Both this vitamin and carotene are 
insoluble in water and stable even at high tempera- 
tures, provided there is an absence of oxygen. 
Vitamin A is much more sensitive to oxidation than 
to the degree of heat. Experimental work confirms 
that canning is not destructive to this vitamin and is 
definitely less prejudicial than ordinary cooking. 
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Vitamin-B, complex is very heat stable ; but, since 
it is water soluble, anticipated from 
the preliminary washing (for fruits and vegetables) ; 
but this applies even more so to ordinary cooking. 
The experimental work done is not very large ; but as 
regards riboflavin, probably the least stable member 
of the complex, no loss has been observed in several 
foods, including evaporated milk (Henry et al. 1939). 

Vitamin D has a high stability to heat, and experi- 
mental work confirms that no destruction takes place 
during canning. 

Vitamin B, is comparatively little affected by 
oxidation and considerable resistance to 
heat in an ordinary acid medium. On the other hand, 
it is water soluble. Preparation processes, whether 
for ordinary cooking or for canning, may 
cause considerable loss of this vitamin. Roscoe 
(1930) found that about half the B, content of spinach 
went into solution in the cooking-water during a 
period of 15 minutes’ boiling, and Baker and Wright 


loss is to be 
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domestic 


(1935) show considerable cooking loss with some 
foods. Apart from loss in preparation the rather 


scanty experimental evidence suggests that the destruc- 
tion of vitamin B, in the canning is usually small, but 
that there is some. Except for milk, there do not 
appear to be any reliable comparative figures of the 
vitamin-B, content of the same food before and after 
eanning. For milk Henry et al. (1939) found little or 
no destruction with dried milks but considerable loss 
with evaporated milk. 

Vitamin C is readily affected by heat, by washing, 
and by storage. Numerous investigations have been 
made on the influence of these factors, particularly as 
regards ordinary cooking. The vitamin-C content of 
fruits and vegetables shows considerable variations 
even with the same food. Further, the content begins 
to diminish from the time of picking (Fixsen 1938, 
Olliver 1938), and here canned foods Rat a definite 
advantage as economic factors necessitate the shortest 
possible time between picking and canning. 

Very few papers give comparative figures for the 
vitamin-C content of the same foods raw, cooked, 
and canned. Valuable studies have, however, been 
made by Olliver (1936). Her detailed tables from 
experimental work will repay study. Space only 
permits to give her conclusion : 


‘ Part of the vitamin C content is extracted from 
plant tissue when it is heated in liquid as in cox king 
and canning. At the end of the normal process in 
each method the ascorbic acid is frequently evenly 
distributed throughout solid and liquid. The per- 
centage of ascorbic acid destroyed in both cooking 
and canning is comparatively small, but considerable 
quantities are lost to the consumer when the water 
used for cooking vegetables is discarded. Vegetables 
after storage may contain appreciably less vitamin C 
than the fresh material after canning. ... The 
ascorbic acid content in canned material tends to 
fall on storage, but for all practical purposes the loss 
is not great.” 


The much higher content of ascorbic acid in raw 
fruits and vegetables is shown by table III (from 
Olliver 1936). 

Henry et al. (1939), experimenting with evaporated 
milk, found a loss of 30 per cent. of vitamin C. 
Numerous other examinations of canned fruits and 
vegetables, particularly tomatoes, show a material 
retention of vitamin C adequate for them to serve as 
valuable sources of this vitamin. This particularly 
applies if the canning has been comparatively recent. 
Daniel and Rutherford (1936) found that, whereas 


fresh tomato-juice contained an average of 0-20 mg. 
of ascorbic 


acid per g., there was a loss of about 
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12 per cent. on canning and a further loss of 10-13 
per cent. on storage for six months. This still 
left a considerable amount of ascorbic acid. The 
practical experience of the French Mission to Green- 
land in 1932-33 (Le Mehauté et al. 1934) was that the 
fifteen men lived for thirteen months on tinned foods, 
almost entirely without fresh foods, and no food- 
poisoning or nutritional defects resulted. The tinned 
fruits and vegetables yielded sufficient vitamin C to 
prevent scurvy. 


TaBLe ITI—AMoOUNTS OF RAW, COOKED, AND CANNED 
FRUIT AND VEGETABLE REQUIRED TO GIVE 30 MG. OF 





ASCORBIC ACID 

' Fruit or vegetable Raw | « sooked | Canned 

Black currants .. +-# oz. Oz 4-14 0z. 
Gooseberry o. | SEBO op E 3-7 32-9} .. 
Spinach bn) CORR 6 | 43-82 ,, 
Broad bean aoe a. re 113-13} ,, | es. 
Pea ns -. | 3&5t ., | 10-16 ,, | 3f-13 ,, 
Carrot .. .. | 13-106 ,, | ai-s9 ,, | 26-34 ,, 





The common-sense way of looking at the question is 
to realise that all cooking processes, whether domestic 
or canning, cause material loss of vitamin C and that 
storage causes additional loss. Modern canning 
methods are designed to minimise this loss, so that it 
is better controlled than domestic cooking, and the 
loss may well be less. If we require a high intake of 
vitamin C, we have to rely on fresh fruits and vege- 
tables to supply it, for all cooked foods are inferior 
sources. For a sufficiency level many canned fruits 
and vegetables have an adequate amount. It cannot 
be considered as in any way prejudical to canned 
foods that being cooked foods they share the limita- 
tion of all cooked foods as inferior to raw foods as 
sources of vitamin C. 

The nutritive side of canned foods has also been 
studied experimentally. Godden and Thomson (1939) 
fed some 1700 rats in four successive generations over 
a period of eighteen months in comparable groups, 
one entirely on canned foods and the other on fresh 
foods cooked as in an ordinary household. Their 
finding on the rats fed on canned food was as follows :— 


‘ Their performance in respect of breeding, growth, 
and composition of the body as a whole as well as of 
the bones and teeth separately was in all respects 
comparable with that of similar rats fed on a diet of 
corresponding foods, shop purchased or locally grown 
and cooked under household conditions. In both 
cases the performance was up to the average for the 
rats in the stock colony on what is considered to be 
an optimal diet.’ 


Their results confirm similar feeding experiments 
carried out in America by Kohman et al. (1937) over 
a period of four years. They also found canned foods 
superior as a source for calcium. 

The extremely long periods in years over which 
canned foods can remain in good condition is shown 
by the interesting examinations summarised by 
Drummond et al. (1939). 


CHEMICAL CONTAMINATION 


Health considerations only arise in connexion with 
tin and lead additions. 

Tin.—The corrosion of the container with some 
solution of the tin is a problem of great importance, 
but that importance is economic and not a public- 
health question. The original standard report on the 
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subject (Buchanan and Schryver 1908) is now over 
30 years old, and the tin-content figures quoted are 
now valueless, for they refer to methods now obsolete. 
It is of interest from the almost entire failure to find 
genuine tin-poisoning. In spite of this fact 
they that tin in quantities approaching 
gr. 2 per lb. justified the view that the food had become 
potentially deleterious. Personally I have 


cases of 


suggested 


never 


considered that the findings in the report justified 
this implication. Work by Bigelow and by Goss 


(1917) indicates that a large proportion of the tin in 
the food is in an insoluble form and therefore not 
readily absorbed. 

Analyses show that the amount of tin is usually 
well below the tentative standard of gr. 2 per lb. 
Adam and Horner (1937) have made many such 
analyses of English canned fruits and vegetables. The 
highest figures they obtained are shown in table IV. 


TABLE 1V—TIN-CONTENT OF CANNED FOOD 
i : Lac ay 
Plain 
‘ Storage eiaiai quered 
Food Scorage con cans te marks 


time 
(parts per million) 


months 
4 


Gooseberries .. | 200 51 | Stored at 95°F. 
Plums .. |} 14 142 ae » 23 
»» ° 14 393 52 » 95°F 
Asparagus 12 } 292 
” 24 333 
Carrots 27 | 152 - 
| 
Beans (in tomato | 
sauce) 9 | 128 . -- 
These are the highest figures under the most 


severe conditions, and show that the 
per million) given by Buchanan 
is very rarely exceeded, and the 
foods examined showed a much lower figure. As 
Hirst and Adam (1937) point out, commenting on 
these Campden experiments, with lacquered cans (the 
usual containers) the tin-content after a year’s storage 
rarely exceeded 30 parts per million. 

Many millions of tins of canned foods are consumed 
yearly, and, although I have continuously been on the 
look-out for cases of tin-poisoning both in. the litera- 
ture and in my own experience, I have only come 
across one possible case. Davidson (1927) reported 
that four members of one family at periods of half an 
hour to three hours after a meal developed headache, 
nausea, vomiting, and abdominal pain. In one 
the vomiting only came on after nine hours. Since tin 
to the amount of gr. 5-6 per lb. (and gr. 8-8 in another 
tin of the same consignment) was found in the 
tinned apricots suspected to be responsible, tin- 
poisoning was suggested. This particular consign- 
ment had been in stock for three years, and the tins 


figure (286 parts 
and Schryver (1908) 
vast bulk of canned 


case 


were rusted and the labels faded. It is not at all 
certain that this was tin-poisoning, and other possi- 
bilities do not appear to have been explored. I think 


we can accept the view that for practical purposes tin- 
poisoning from canned foods does not occur, while at 
the same time recognising the pessibility that in 
very exceptional circumstances so much tin might be 
present as to be deleterious. For instance, I found 
fairly recently in one particular product of a firm of the 
highest repute as much as gr. 5 of tin per lb. This 
was an accident due to special circumstances, which 
were ascertained and quickly remedied. Even with 
this high amount no evidence of any harm resulting 
was forthcoming. 

To sum up, under modern conditions tin-poisoning 


is not a health hazard from tinned foods, but it is 
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HEALTH [wov. 4, 1939 993 
desirable and important that all steps should be taken 
to keep the tin-content as low as possible, and the old 
suggestion of a limit of 286 parts per million is a 
convenient working standard. 


Lead, being cumulative in action, stands on a 
different footing to tin. The modern can needs a 


minimum of solder, and analyses show that very little 
lead is found in canned foods, and abnormal amounts 
are associated with faulty methods of preparation. 
Lampitt and Rooke (1933) examined 596 samples of 
tinned sardines and found 0-10 parts per million 
(414 tins), 11-20 parts (112 tins), 21-30 parts (27 tins), 
31—40 parts (25 tins), and more than 40 parts (18 tins). 
The source of the lead was from the tin grills on which 
the sardines were cooked, the grills containing a large 
amount of lead. When newly coated block tin grills 
were used, the lead was only 7—10 parts per million. 
Except as a rare special hazard there is no risk of 
lead-poisoning from canned foods, and I know of no 
cases which have so resulted. 


BACTERIAL INFECTIONS AND POISONINGS 


Acute poisoning from the ingestion of infected food 
or of food containing bacterial toxins is by no means 
uncommon. The problem here is not to decide 
whether canned foods are ever responsible for such 
outbreaks, but to try and assess the relative risk as 
between canned foods and the same foods consumed 
either fresh, cooked, or preserved otherwise than by 
canning. Food-poisoning is not notifiable (before 


Oct. 1, 1939); so no reliable figures for the whole 
country are available. Even for London and special 


areas where notification has been required 
number of years the data are of no value unless each 
reported outbreak is subject to expert study, for 
so many of the notified cases will not bear scrutiny 
either as to being food-peisoning at all or as to the 
alleged food responsible. Several sources of informa- 
tion are, however, available. 

In 1920 I tabulated 112 British outbreak s of which 
I had records between 1907 and 1918 (S 1920). 
The vehicles were as follows : 


over a 


savage 


Tinned foods (beef 9, tongue 3, salmon 6, herring 1,fruit 1) 20 


Milk and milk produc ts - 2 a es + 5 
Meat or fish not manipulate a ae a ee ul ee 
» foods, slightly mee - 10 
a am heavily (pies 18, brawn 11, . potted 
meat 3) ae - is > 32 
Other foods oraginascertained ~ a o =, 
Total .. ee ee oe «ent 
— 


This gave a percentage of 16-4 for canned foods. 

The report of Savage and White (1925) on 100 food- 
poisoning outbreaks included our own investigations 
of 83 consecutive outbreaks reported to us between 
June, 1921, and November, 1923. The vehicles were 
as follows : 

Tinned foods (beef 11, tongue 2, 


mutton 1, salmon 11, 


sardines 1, crustacea 2, fruit 2) .. es a. ao 
Milk and milk products os ee Ke co a 
Meat or fish not manipulated — ss a ee o* 5 
foods, slightly manipulated im oi éh «sz q 
heavily re me" 14 

Fruit and vegetables (fresh 4, preserved 2). es us 6 
Other foods or not definitely ascertained .. ha wo a 
Total .. ae pe ée on 83 


Of these 30 canned-food outbreaks 22 are of the 
toxin type, including all the 14 meat outbreaks, 10 of 
the 14 being due to marine products. The percentage 
of 36-1 for canned foods is mainly due to toxin out- 
breaks, especially in association with canned beef. 
Through the kindness of the Ministry of Health 
I was given their official records when 
preparing my Sedgwick memorial lecture delivered 
in U.S.A. in 1932 (Savage 1932), and, although 
this was mainly concerned with salmonella infections, 
‘he two following lists are of interest. The vehicle of 


access to 
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infection in 121 food-poisoning outbreaks in Great 
Britain 1919-31 associated with living salmonella 
strains was as follows: 


Canned foods (beef 2, salmon 4, fruit 2) — a 8 
Milk and milk products : é< es - 12 
Meat or fish not manipulated .. ee - os wn 8 
P foods slightly manipulated a - . <a 

, heavily 9 a8 ‘ ‘ 4 37 
Other causes or not ascertained with certainty “" oat 
Total .. — oe _ -. 121 

— 


The percentage of canned food is 6-6. The vehicle in 
70 “ toxin”? type of food-poisoning outbreaks in Great 
Britain during the same period was as follows : 


Canned foods (beef 26, tongue 9, mutton 1, salmon 13, other 


fish or shell-fish 7, peas 2) ; s% + .. 58 
Slightly manipulated meat foods 5 
Heavily - ee os 5 


Other foods 


( 


Total 


The canned-food Although 
am unable to bring these figures up to date from a 
detailed study of outbreaks reported to the Ministry 
of Health since 1931, considerable information is 
available in the annual reports of the Chief Medical 
Officer to the Ministry, from which table V is 
compiled. 


percentage is 82-9. 





TABLE \ FOOD-POISONING OUTBREAKS IN GREAT BRITAIN 
; Toxin outbreaks Non-toxin outbreaks 
Gen Vehicle 
vom —s No be No. | With canned food 
breaks = as vehicle 
1932 36 6 0 3 3 | 30 | None mentioned 
1933 66 21 14 3] 4 45 | Two: canned 
| jellied veal 
1934 8 26 | 14 | 12 |. 32 | None mentioned 
19 125 47 14 7 26 | 78 | None mentioned 
1936 61 26 ) 0 21 35 | 1 canned mutton 
1937 83 22 13 | 9 | 61 | None mentioned 
6 years $20 148 51° 26 | 75 |281 | 


* Figure obtained by dividing the undifferentiated outbreaks 
for 1934 and 1937 between the two vehicles in the same propor- 
tion as for the years in which they are differentiated. 


The percentage of ‘“‘ toxin” outbreaks with canned 
foods as a vehicle is 34-6. Of all the outbreaks those 
from canned food constitute 12-6 per cent. 

Another source is the summaries in the Bulletin 
of Hygiene, which includes the majority of food- 
poisoning reports published in the recognised journals 
from most parts of the world. This Bulletin was 
started in January, 1926, and I have been responsible 
for reading and summarising these papers (with a 
very few exceptions) from its inception. I have been 
through the reports and taken out the vehicles of 
infection, and these figures are summarised in tables 
VI and VII. 

These tables, although interesting, are not a reliable 
picture of total incidence, for they only refer to pub- 
lished outbreaks, and these tend to be published either 
because of their magnitude, because of a special 
causation, or because they are intended to emphasise 
the relative importance of certain vehicles. For 
example, duck’s eggs as vehicles are over-emphasised, 
while staphylococcus outbreaks send up the custard- 
eake percentage. They show rather emphatically 
the small share that commercially canned foods have 
played during the last decade as a cause of large or 
fatal outbreaks of food-poisoning. The 8 out of 247 
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outbreaks were 2 botulism, 2 infected with salmonella 
bacilli, 1 tin-poisoning (the case mentioned above), 2 
toxin outbreaks, and the other only an illustration of a 
canned food definitely infected, like any other food, 
after being opened. 


Taste VI—-oUTBREAKS OF FOOD-POISONING (EXCLUDING 


BOTULISM) 1926-38 








| 
| Sos a Other | 
la | U.S.A. ‘ 
il Great foreign | + 
» le | i | ‘ 
Vehicle | Britain | Ph nA | coun- | Total 
| | | tries | 
| | j To 
Meat or fish preparations | 22 } 20 | 34 76 
} | j 
Milk and milk products | 5 | 11 | 16 32 
Pastry or cakes, cream or 3 22 1 | 26 
custard filled | } } 
Eggs (mainly duck) ix a 0 15 18 
Chemical poisoning (all 6 | 5 | 6 17 
non-tinned foods) | | 
| | 
Tinned foods | 2 | 2 | 2 6 
| } | 
Foods other thanabove .. 5 | 8 18 | 31 
Total i a 46 68 | 92 | 206 





Most of the outbreaks are due to specific bacilli, of 
which the salmonella group is the commonest. 
Recently outbreaks have been associated with certain 
staphylococci which produce an endotoxin. Botulism 
due to the toxins of Clostridium botulinum is another 
group very important from its high death-rate. 
Other organisms are occasional causes of food-poison- 
ing. For practical purposes they fall into two groups : 
those associated with the presence of living food- 
poisoning bacilli in the food and those in which a 
toxic action is exerted, either because the toxin- 
producing bacilli are dead and only undestroyed 


TasiLe VII—sorTvuLismM OUTBREAKS 1926-38 





Other | 


j ] 
, | U.S.A. | 
738 Great | | foreign | mp 
Vehicle | inte | One : ~ | Total 
Britain Canada ya | 
| | j ries | 
Meat or fish pre-) | ‘oe a 4 5 8 
parations " Not 3 | 
Vegetable pre-f tinned |} 2 | 1 0 3 
parations J | 
Home canned foods «es | 0 27 | 0 27 
Commercial] canned foods 0 } 2 | 0 2 
Doubtful .. i : 0 | _ ah ted tee, 
_ - _ —_ | —— 
4 31 | 6 ee 


Total | 





* Vehicle a mixture of blood, sausage, and preserved beans 
(not stated if the beans were tinned or preserved otherwise). 
toxins are left, or because the organism only exerts 
its activity by produced toxins and it is not very 
material if the living bacilli are there or not. The 
toxin outbreaks (excluding botulism) mentioned in 
many tables are of this type, and usually no living 
bacilli are present, but only the toxins. 

Botulism, from its recent association with canned 
foods, requires special mention. The earlier out- 
breaks were on the European continent, mostly in 
Germany, and were associated with such foods as 
ham and sausages. From about 1915 Cl. botulinum 
was recognised as responsible for outbreaks in U.S.A., 
and these were associated with canned foods. Up to 
the end of 1935 there were 261 outbreaks (Meyer 1936). 
The vehicles in these outbreaks were as follows :— 


Commercially canned or preserved. . wa ~ 47 
Locally grown food, home canned .. a os ORS 
Unknown ‘ . “= ‘ , / 23 





Total 
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Of particular foods those most frequently involved 
were string beans 69, corn 28, olives 14, spinach 18, 
beets 11, and asparagus 10. This alarming problem 
was very thoroughly tackled in U.S.A. The spores 
of this organism are widely distributed in soil and 
very heat resistant. In its essentials it is partly a 
problem of avoiding contamination but mainly one 
of heating sufficient to kill all such spores. The 
scientific work has been so thoroughly done and the 
necessary factors of safety so fully followed by the 
trade that no outbreak of botulism in U.S.A. has 
resulted from food canned commercially in American 
factories since 1925. Tanner (1935) reports that the 
19 U.S.A. outbreaks between 1929 and 1933 were 17 
from home-canned foods and 2 from imported foods. 

There have been only 3 or 4 outbreaks of botulism 
in Great Britain, none from tinned foods but 2 from 
foods packed in glass jars. 

From these various sources of information it is 
possible to derive some definite opinions. Tinned 
foods, in common with all other foods, have been 
responsible for three kinds of food-poisoning—i.e., 
botulism, infection with living bacteria of food- 
poisoning type, and the toxin type of outbreak. For 
botulism to result, it is necessary first for the food to 
be infected with the spores of Cl. botulinum, for the 
spores to develop into bacteria, and for the bacteria 
to produce sufficient toxin to cause symptoms. 
Fortunately food infection with these spores is rare. 
The heating which canning requires is a protection 
from risk ; but, since the spores are peculiarly resist- 
ant, the original temperatures used were inadequate, 
and in certain parts of U.S.A., where there was a com- 
paratively wide distribution of these spores in soil, 
outbreaks took place, as already mentioned. Detailed 
scientific work has solved the problem, and botulism 
should never now develop in connexion with com- 
mercial canning. There is still some risk from home- 
canned goods stored in glass jars, and outbreaks in 
connexion with this class of goods have not yet been 
eliminated. This is not, however, a problem affecting 
commercially tinned foods. 

As regards infection with living food-poisoning 
type bacilli, all the tables emphasise that these out- 
breaks have never been numerous with canned foods, 
and that improved methods have made them still 
less common. For this class of infection canned 
foods play a very minor part, and undoubtedly these 
foods are very much safer than ordinary foods. 

The toxin type of outbreak is much more associated 
with canned foods. This we might anticipate, for in 
the processing the living bacilli are destroyed but the 
heating is not invariably successful in killing preformed 
toxins of those bacilli. Fortunately this type of 
food-poisoning, although distressing, is extremely 
rarely fatal, the case-mortality being less than 0-5 per 
cent. Also there is no doubt that the number of 
these toxin outbreaks associated with canned foods is 
decreasing. This is definitely my experience from 
over 35 years’ continuous study of these food- 
poisoning outbreaks. This is particularly the case as 
regards canned beef, and I agree with the writer of 
the Ministry of Health’s report for 1936 when he states 
‘* Corned -beef outbreaks which used to be the com- 
monest ‘toxin’ outbreaks have nearly disappeared. 
The efficiency of modern canning of beef is almost 
certainly the cause of their disappearance.”’ The 
tables, so far as they are available for this purpose, 
suggest this reduction ; they do not, however, suggest 
an elimination, and these cases still occur. They are 
now mostly in connexion with fish products. I 
believe they could be eliminated, and this is highly 
desirable ; for, although they are very few in propor- 
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tion to the food consumed, their occurrence is apt to 
keep up prejudice against canned foods. 

Considering the whole of the data, I think it is 
obvious that, as a source of food-poisoning, canned 
foods at the present time are definitely safer than 
ordinary foods. They are protected foods and 
protected much more than ordinary foods from the 
risk of causing food-poisoning. That they are not 
entirely immune is hardly to be anticipated and is no 
argument against their use. They are comparatively 
safer. 

GENERAL CONCLUSIONS 

(1) On the nutritive side, canned foods compare 
favourably with fresh foods, when allowance is made 
for the fact that the former are already prepared for 
use and the latter are subjected to any losses which 
may take place in domestic preparation and cooking. 
These facts apply qualitatively as well as quantita- 
tively. So much attention in modern canning practice 
is paid to the preservation of the vitamins that, as 
regards vitamin-content, they are not, in general, 
inferior to the same foods after ordinary cooking. In 
some cases they are definitely superior. The view 
that canned foods are devitalised foods (whatever that 
may mean) is not supported by nutritional research. 

(2) On the chemical side there is no evidence that 
tin- or lead-poisoning now ever results from the con- 
sumption of canned foods. Faulty procedures may 
occasionally lead to considerable quantities of tin 
being present, and, since we have not sufficient 
information to say that chronic ill effects might not 
possibly occur, it is sound policy to take measures to 
reduce, the tin-content to as low a figure as possible. 
There is no evidence that any such chronic ill effects 
have ever resulted. 

(3) Canned foods share with all other foods the 
risk of being a vehicle to cause food-poisoning. From 
a study of all the data it can be definitely stated that 
sanned foods are now considerably less liable than 
ordinary foods to be a source of food-poisoning. This 
is conspicuously so for the more dangerous outbreaks 
associated with the presence of living bacilli. Liability 
to cause the milder outbreaks of toxin type still 
exists but is being reduced, and even for this type their 
incidence, bulk for bulk, is less than that of other 
foods. 

(4) As regards our food-supply generally, canned 
foods can be accepted as a safe and convenient source 
and one without any special hazards, nutritional, 
chemical, or bacterial. Their relative cost, as com- 
pared with fresh foods, is outside the scope of this 
article. The chief drawback to their usage is the 
liability for the discarded tins to provide a serious 
problem in scavenging, especially in rural areas. 
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THE SULPHONAMIDES IN WOUND 
INFECTIONS 


A PROVISIONAL memorandum on the use of 
sulphonamide derivatives in the prophylaxis and 
treatment of wound infections is being distributed by 


the War Office to all officers of the R.A.M.C. The 
memorandum recommends that these compounds 
should be given a trial in the field, and that all 


wounds which appear likely to become the site of 
secondary infection should 
receive a prophylactic course at the earliest opportun- 
ity and that this should extended if infection 
supervenes, 

The following general principles are laid down for 
administration ; 


(1) 
hours. 

(2) Courses of treatment for established or develop- 
ing infections should extend over 10 days, but if 
not effective by this time an interval of 48 hours 
should be allowed before continuing treatment. 

(3) When an infection appears to be controlled, as 
judged by the temperature, small doses should be 
continued for a further 3-5 days in order to prevent 
relapses. 


coceal or gas-gangrene 


be 


\ prophylactic course should occupy about 48 


(4) The principle of effective treatment is to obtain 
a high blood concentration of the drug as rapidly as 
possible and to maintain this concentration at an 
effective level over a period of time. Because the 
drugs are rapidly excreted it is necessary, in order to 
maintain an effective level, to administer them four- 
hourly night and day. 
PRE‘ 


AUTIONS 


The memorandum points out that certain individ- 
uals are unduly sensitive to the drugs and no evidence 
is yet available as to whether people suffering from 
even more sensitive. It then sets 
the reactions that may with comments 
on their avoidance and treatment. 


shock may not be 


out be met, 


(1) 


Cyanosis 


Wild Reactions : 

Incidence reduced by prohibiting sul- 
phur-containing foods and especially by the avoidance 
of saline purges and drastic purges. Liquid paraffin 
the best laxative. Cyanosis may be temporarily 
dispersed by giving 0-5 to 1-0 g. per day of methylene 
blue by the mouth. Cyanosis per should not 
prohibit continuance treatment. 


se 
of 
{cidosis.—Treat by oral administration of sodium 
bicarbonate. 

distinguished from 


Drug fever. tequires to be 
If true drug 


fever due to recrudescence of infection. 
fever, omit drug. 

diuresis with 
the prelude of 
leucocyte-count 


Omit drug and induc 
May be 
Check 


Dermatitis. 
water or simple diuretic. 
more serious complications. 
if possible. 
headache. If intolerable, 
Check leucocyte-count if severe. 


Dizziness, 
fluids freely. 
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WOUND INFECTIONS [Nov. 4, 1939 
Leucopenia.—Negligible unless rapidly progressive 
to below 3000 leucocytes per c.mm. 
Hematuria (M. & B. 693 only) —Administer fluids 
freely. 
Induce 


Jaundice and neuritis.—Omit drug. 


diuresis. (See hemolytic anzmia.) 


(2) Serious Reactions : 

Agranulocytosis.—Occurs after 10 days or more of 
treatment. Incidence rare. Leucocyte-count only 
method of diagnosis. Other symptoms: headache, 
deterioration of condition, fever, sore throat. Treat 
by transfusion and Pentnucleotide. 
early (2-4 days). 
Early signs jaundice 
induce diuresis, 


aneemia.—Occurs 
Mortality low. 
Omit drug, 


Hemolytic 
Incidence rare. 
and hemoglobinuria. 
transfuse if necessary. 


DOSAGE 


(1) Sulphanilamide.—Tablets should be powdered 
and administered suspended in milk or water. For 
prophylaxis, 4g. (8 tablets) should be given statim, 


followed by 2 g. (4 tablets) in four hours’ time, fol- 
lowed by 1 g. (2 tablets) four-hourly night and day 


for 48 hours. For treatment, 4 g. (8 tablets) statim, 
followed by 2 g. (4 tablets) in four hours, followed by 
1 g. four-howly night and day for a maximum period 
of 10 days. If infection is still uncontrolled allow an 
interval of 48 hours and then repeat the same course 
from the beginning or, if available, change on to M. & 
B. 693. If infection appears to be controlled during 
the first or later courses reduce dose to 0-5 g. (1 tablet) 
four-hourly and continue for 3—5 days after the 
temperature has become normal. 

During the first course of treatment if no clinical 
effect is evident within three days it is recommended 
that a change be made to M. & B. 693. But if some 
clinical effect is obvious it is worth while pursuing 
the full course of sulphanilamide. 

(2) M. & B. 693.—Tablets should be powdered and 
administered in milk or water. If vomiting is trouble- 
some split the doses and give at shorter intervals 
e.g., instead of administering 1 g. four-hourly give 
0-5 g. two-hourly. For prophylaxis, 3 g. (6 tablets) 
statim, followed by 2 g. (4 tablets) in four hours’ time, 
followed by 1 g. (2 tablets) four-hourly night and day 
for 48 hours. For treatment, the same procedure as 
for sulphanilamide except that the initial dose is 3 g. 
(6 tablets) instead of 4 g. 

(3) M. & B. 693 Soluble.—This substance is of great 
value when swallowing is impossible or when gastric 
upset prevents absorption of the oral compound. It 
consists of a 33 per cent. solution (1 g. in 3 ¢.cm.). 
Injections are best made intramuscularly, but as the 
solution is alkaline some reaction at the site of the 
needle puncture is common unless care is taken to 
inject deeply and avoid escape into the subcutaneous 
tissues. The solution may also be injected intraven- 
ously if the dose is diluted with 20 ¢.cm. of sterile 
distilled water or normal saline. The drug may also 
be added in suitable quantity to intravenous drop 
transfusions of saline or blood (at the rate of 1 g. 
per four hours). For prophylaxis and treatment, l g. 
(1 ampoule) four-hourly night and day, the pro- 
phylactie course being completed in 48 hours. The 

treatment course may be continued for ten days, but 
it is strongly recommended that a change over to the 
oral compound be effected at the earliest opportunity. 
The soluble compound finds its best use in the initial 
phases of a course of treatment and should not be 
regarded as a substitute for the oral compound ; it 
should only be used for a continuous course when 
oral therapy is impracticable. 
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LANCET | MEDICINE 


MEDICINE AND THE LAW 


X-ray Treatment Economies 


A St. Paneras inquest a fortnight ago disclosed the 
difficulties and dangers due to the present shortage of 
equipment at one of our major London hospitals. The 
deceased, injured by having been crushed between two 
vehicles, was brought to hospital for examination and 
was afterwards taken home. He died from broncho- 
pneumonia five days after the accident. Two ribs had 
been fractured, but no clinical evidence of the frac- 
tures was found either at the hospital or by the doctor 
who treated the patient in his own home. The house- 
surgeon explained to the coroner that the outpatient 
department was closed, and the facilities were affected 
by war-time conditions. Ordinarily there would have 
been an X-ray examination, but only one small por- 
table machine was now available. Had the patient 
been X-rayed he would, no doubt, have been kept in 
hospital. In returning a verdict of death from natural 
causes, the coroner remarked that fatal damage to 
the patient’s lungs was probably caused at the time 
of the accident and that no amount of subsequent 
treatment could have done anything. 

Crities of the severity of the blackout system are 
already comparing the known inerease in casualties 
due to this cause with the potential casualties likely to 
result from an air-raid. The existing needs of a big 
hospital in the heart of London may similarly be 
balaneed against the prospective needs of institutions 
(possibly at present unoccupied) elsewhere. The 
lesson of the St. Pancras inquest will no doubt be 
noted by the responsible authorities, whoever they 
may be. 

A Wife’s Shock 

Damage by shock was not deemed either too trivial 
or too remote to prevent the recovery of the doctor’s 
fee in a recent case reported by the Solicitors Journal. 
A firm of bookmakers obtained judgment for £50 
against a defendant named 8. Hamer, apparently 
resident at Asheroft Road, Eecles. The sheriff’s officer 


. was instructed to levy execution at that address but 


reported that there was no such place. The book- 
makers made further inquiries and found a Mr. Hamer 
living at Agecroft Road East, Prestwich. The bailiffs 
were accordingly put in at the latter address. Ascer- 
taining that Mr. Hamer lived there, they walked in, 
produced their writ to Mrs. Hamer and explained that 
they had come to levy execution. They were barking 
up the wrong tree. The Mr. Hamer of Agecroft 
Road, East had never had any transactions with the 
defendant bookmakers. Mrs. Hamer was much upset 
and required medical attention. This being a conse- 
quence of the bailiffs’ unlawful intrusion, the Salford 
county-court judge, in giving judgment for 15 guineas 
against the bookmakers for the trespass, saw no diffi- 
culty in adding to this amount the sum of 5s. for the 
doctor’s fee. 
Lunacy and Intention to Desert 

Three years’ desertion is a ground for divorce under 
section 2 of the Herbert Act; but the remedy is with- 
held if the deserting spouse is certified as a lunatie. 
Desertion involves an intention to desert; a lunatic is 
incapable for this purpose of forming an intention. 
In Bennett v. Bennett Mr. Justice Bucknill left the 
door open for medical evidence to prove that the 
patient, although certified and detained in a mental 
hospital, was nevertheless capable of forming a 
rational judgment. The Court of Appeal, however, 
seems to have decided this year in Williams v. 
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Williams that if the spouse against whom the allega- 
tion of desertion is made has been certified, it is 
impossible to draw any inference of capacity to form 
an intent. The point arose lately in Rushbrook v. 
Rushbrook where the husband, having proved the 
initial separation and desertion, sought to show by 
medical evidence that, during the period of certified 
insanity, the wife was able to exercise a rational 
judgment about her relations with her husband, so 
that the statutory period of continuous desertion 
(three years immediately preceding the petition) might 
have been established. Mr. Justice Langton found 
himself bound by the decision of the Court of Appeal 
and dismissed the petition. 

The law, it will be seen, refuses to accept the view 
that a mental patient, in the cireumstances here 
described, can consciously refuse to go back to her 
husband. Yet, if it had been a question of criminal 
responsibility in an assize court, it might conceivably 
have been ruled that she was capable of forming 
a guilty intent to murder him. 


THE MAUDSLEY HOSPITAL 
UNDER PROFESSOR MAPOTHER 


Tue resignation of Prof. Edward Mapother from 
his position as superintendent of the Maudsley Hos- 
pital is a reminder of the outstanding part he has 
played in the development of psychiatry in England. 
Since its opening in 1923, the Maudsley has come more 
and more to bear the stamp of his vigorous and 
critical‘ mind, and of his enterprising and far-sighted 
policy. Rejecting almost violently everything that 
seemed likely to separate psychiatry from medicine, 


commonsense, or the publie good, he has pushed 
forward the advances which before the war were 


making psychiatry one of the soundest, most active, 
and socially beneficial of all the branches of medicine. 
He had at heart the extension of psychiatric facilities 
to all classes of the population, the discovery of better 
methods of treatment as the result of exact investiga- 
tion, and the thorough training cf all who practise 
psychological medicine. 

Mapother’s position and achievements can be com- 
pared to those of Meyer in the U.S.A. and of Bleuler 
in Switzerland. It is as an educationist that his most 
important work has been done. Under him, the 
Maudsley became a school of London University, with 
chairs in psychological medicine and the pathology of 
mental diseases, and the centre for the D.P.M. course. 


’ He has gathered round him during these fifteen years 


a brilliant group of younger men, themselves of grow- 
ing influence, who look to him-as their teacher. It is 
difficult to see where the future leaders of psychiatry 
in England could be found if his pupils and colleagues 
were to be excluded. Under Mapother the Maudsley 
has grown from a small hospital with a staff of only 
four doctors to a great psychiatric clinie with twenty- 
two regular physicians, an active group of research 


workers, and postgraduate students from many 
countries. When Mapother began his Maudsley 
work he had a choice before him. He could make 


it a training ground for the doctors of the L.C.C. 
mental hospitals and a elinie for the treatment of early 
cases on accepted lines; or he could aim at something 
which would inelude all this but be much more. It 
was the latter course that he decided to follow. He 
did not neglect the opportunities which the close 
connexion of the Maudsley with the mental hospitals 
of London provided, but he saw that a university 
clinie and psychiatric hospital in London must have 
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much more than a loeal sphere of influence. The width 
of his aims became coherently evident as the years 
went on. Two months ago the Chaneellor of the 
University declared open a new children’s wing—the 
latest of a series of pioneer projects which, having 
been realised at the Maudsley, were ready to demon- 
strate their worth and spread outwards. The training 
of psychiatrie social workers, the staffing of observa- 
tion wards with expert psychiatrists seconded from 
mental hospitals, and the creation of psychiatric out- 
patient departments at municipal hospitals are among 
the other plans he translated from paper to practice. 
It is perhaps easier in psychiatry than in other 
branches of medicine to pursue the ephemeral, espouse 
the meretricious, and reject what is sober and pains- 
taking. Under Mapother’s direction the Maudsley did 
not fall into these ways; indeed some might hold that 
it has too eritically abstained from giving itself to the 
advocacy of attractive half-truths, questionable novel- 
ties and stimulating errors. It is, however, a consistent 
policy that Mapother has followed, a policy that has 
done much to make psychiatry recognised as an 
integral part of scientific medicine and made it capable 
of sustaining the role. 

Enthusiasm for research is not always the mark of 
the active administrator. But the fostering of research 
has been one of Professor Mapother’s major preoceu- 
pations; and the fruits have been noteworthy. The 
support of the Commonwealth Fund and later of the 
Rockefeller Foundation, given in increasing measure 
to the projeets he sponsored at the Maudsley, has 
been well earned. But it would not have been earned 
if Mapother had not steadfastly maintained that an 
active spirit of research is what gives life and energy 
to any hospital, especially one that has undertaken 
advanced teaching in a new field. There was always 
an intimate connexion between the steady growth of 
his hospital in beds, staff, and psychotherapeutic and 
other outpatient work on the one hand, and its increas- 
ing importance in teaching and research on the other. 


THE NEW 


A series of articles by Prof. E. 


THE NEW ENDOCRINOLOGY 
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Mapother has been as unwilling to recognise any sharp 
distinction between these things even as in his con- 
ception of the unitary human being he has refused to 
distinguish body and mind, or in the graded series of 
mental disorders to separate the more obviously 
psychogenie from the hereditary. 

The remarkable success of Mapother’s work would 
not have been possible if those who controlled the 
hospital had pursued a cautious and conventional 
policy; if they had valued smooth running more than 
constructive development, independent thought would 
have been discouraged, teaching and research put into 
the background, and clinieal work restricted to obvious 
time-honoured activities. It is a testimony to the 
wisdom of the London County Council that they have 
so consistently recognised Mapother’s abilities and 
given him the support and freedom which enabled him 
to make the Maudsley one of the great psychiatrie 
centres of the world. 

He retires at the same time as another doctor who 
served the L.C.C. well; it is the strength of our system 
of local government that it gives scope to such men 
as Menzies and Mapother. Their retirement marks the 
end of the chief phase of their activities but not, it 
may be hoped, the end of their productive work. The 
war has cut short much that had been planned—it is 
no seeret that the reorganisation of the Maudsley 
staff was well under way and was to have been 
Mapother’s final contribution to the causes he had at 
heart. But with release from administrative burdens 
will no doubt come improvement in health. Professor 
Mapother retains his chair in the University; he has 
leisure at last for writing down his observations and 
theory of psychiatry to which he has devoted so much 
thought; and his great experience in the problems of 
war neurosis is available and should be utilised. 
It would indeed be a loss if his personal abilities and 
the abilities of the hospital which is so pre-eminently 
his handiwork were not both to be used to the full 
during this war and afterwards. 


ENDOCRINOLOGY 


C. Dopps, F.R.C.P., director of the Courtauld institute of biochemistry at the 


Middlesex Hospital, based on lectures delivered at the British Postgraduate Medical School 


V—THE CORPUS-LUTEUM HORMONE 


Wirtu the isolation of cstrogenic substances in 
a stable form it was felt at first that the problems 
of the ovarian secretion had been solved, since by 
their administration it was possible to reproduce 
an apparently normal sexual cycle in the ovariec- 
tomised rodent. Clinical experiments were begun very 


early, and a large number of papers appeared, 
describing results from the use of “ estrin” 
injections. These reports however were mainly 


disappointing, and that such 


experiments were 
doomed to failure is obvious when the complex 
nature of ovarian secretion is understood. When 


the experiment ascended higher in the scale from 
the rat to the rabbit it was quickly discovered 
that estrone could not replace the ovarian function. 
It was through a study of pseudopregnancy in the 
rabbit that the corpus-luteum hormone was actually 
isolated, 

In the rabbit ovulation occurs only after coition. 
This is due to a complex reflex in which the anterior 
lobe of the pituitary is involved. This organ secretes 
the hormone which causes rupture of the follicle 


and ovulation, If impregnation takes place it is 
followed by enlargement of the uterus together with 
very definite changes in the mucosa, If, on the 
other hand, there is no fertilisation, as happens 
when a doe is mated with a sterile vasectomised 
buck, the pituitary reflex occurs but pregnancy 
of course does not supervene. The uterus never- 
theless goes through the same series of changes— 
namely, very great enlargement of the muscle and 
a characteristic thickening of the mucous membrane 
with a great increase in glands. This alteration 
of the mucosa is known as the _ progestational 
phase, and is essential before the ovum can be 
implanted. 

This condition is known as pseudopregnancy, and 
it continues for as long as the corpus luteum survives. 
If estrone were the only secretion of the ovary, 
it should be possible to produce the uterine changes 
of pseudopregnancy by the injection of this substance 
into the ovariectomised doe. This, however, cannot 
be done. The injection of estrone into such an 
animal causes enlargement of the uterus, mainly 
through development of the muscle, but the mucous 
membrane does not enter the characteristic 
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progestational phase, nor do the glands develop in 
complexity. 

It follows therefore that the ovary must produce 
in addition to oestrone another hormone. This was 
first demonstrated by W. M. Allen and G. W. Corner, 
who were able to show that if in addition to cestrone 
the ovariectomised doe is injected with an alcoholic 
extract of the corpus luteum the complete series of 
pseudopregnancy changes can be reproduced, They 
demonstrated that it is essential first of all to have 
the action of mstrone, followed by that of the 
corpus-luteum extract, and that neither alone will 
suffice, 

This work was rapidly extended to the primates, 
and it was found possible to reproduce completely the 
characteristic menstrual changes by the injection 
of both owstrone and the progestational hormone. 
The well-known diagram (fig. 1) adapted from 
Robert Meyer indicates the present view with regard 
to the hormonal control of the menstrual cycle 
in the human female. It will be seen that, as the 
follicle matures, oestrone is secreted, thus building 
up the muscle but having very little effect on the 
mucosa of the uterus. The follicle ruptures, ovula- 
tion follows, and the corpus luteum is formed. This 
secretes the progestational hormone which, acting 
upon the uterus already sensitised by cstrone, 
produces the thickening of the mucosa, which is 
characterised by a great increase in the complexity 
of the glands and corresponds to the progestational 
change in the rabbit. If the ovum has been fertilised, 
the fertilisation has taken place high up in the tube, 
and the segmented ovum enters the uterus at the 
height of the progestational change; nidation then 
follows, and the corpus luteum persists. If, on the 
other hand, fertilisation does not occur the corpus 
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Fic. 2—Progesterone Fic. 4—Pregneninolon 

luteum regresses and the elaborate uterine mucosal 
structure is left without hormonal support. The 
consequence is degeneration and hemorrhage, of 
which menstruation is the outward and visible sign. 
If the, primary cycle is to be reproduced in the 
ovariectomised animal this complex cycle of secretion 
must be imitated. This was first done by Kaufmann 
for the human female; he was able to produce 
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Fie. 1—Stimulated by the gonadotrophic hormone of the 
anterior pituitary (prolan A and prolan B) the ovary 
elaborates cestrone which functions during the first half 
of the menstrual cycle (A) and the corpus-luteum 
hormone progesterone which completes the cycle (B). 


menstruation in an ovariectomised woman by 
injecting first cestrone and later the progestational 
hormone. 

Chemical work on the hormone progressed, and it 
was crystallised by Butenandt and by Allen. Its 
constitution was proved in the substance called 
progesterone (fig. 2), but its supply presented very 
great difficulties, since the amount of the corpora 
lutea available was strictly limited and the yield 
of crystalline material is poor. Fortunately it was 
then shown that it could be obtained by the pro- 
cedure of sterol disintegration referred to in my 


article on the male sex hormone. In this case 
stigmasterol obtained from the soya bean is the 


starting material, and from this it is possible to 
produce progesterone (fig. 3). 

Progesterone is quite inactive by mouth, but 
recently a derivative has been prepared in which 
the ethinyl group is introduced on to the 17 carbon 
atom, This substance was first prepared by Inhoffen, 
and is known as pregneninolon (fig. 4). By the 
use of ethinyl cstradiol and pregneninolon it is 
possible to reproduce the whole of the menstrual 
cycle by oral administration. Many actions have 
been claimed for pregneninolon, and it has been 
widely used in cases of threatened abortion and 


also in certain types of menorrhagia—especially 
those associated with too great a secretion of 
cestrone. 
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AND SCRUPLES 


unfettered thoughts of doctors in 


his name can be seen later in the half-yearly index 


subject in hand hardly touches their own specialties, 
and it is as much this spontaneous attendance which 
makes them our recognised leaders, as their undoubted 
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GRAINS ND 
Under this heading appear week by 
various occupations. 
FROM RECHAUFFEUR 
I 
WHEN lunching at the club at my hospital five 


or six years ago with a very presentable student, 
I was surprised to hear him say, when I asked him 
if he was going in for a house-appointment, ‘‘ No, 
[ am going in for intestinal lavage so as to make some 
money.’ He showed up at that moment in unfor- 
tunate contrast to Joseph Conrad’s ‘Lord Jim,” 
but I had perhaps unwittingly caught him in that 
cynical mood which may overtake any of us. It is 
one of the pleasantest recollections of pre-1914- hos- 
pital days, as I suppose we must now call] days before 
the late war, that we had little foresight of anything 
beyond the next fence, whether it was an examina- 
tion or an inter-hospital cup-tie. Getting qualified 
at all seemed so fantastic, that the possibility of its 
being a starting-off place rather than a distant goal 
never entered our thoughts, There were so many 
enjoyable sidelines in those happy pre-1914 days. 
Promenade concerts or the opera were opportunities 
not to be missed, and many a student would stand 
hours for a five-shilling seat at Covent Garden, 
Though the Old Vie was not its present self, Granville 
Barker was doing his pioneer work in the theatre. 
An occasional visit to the Russian ballet was not too 
expensive for our slender means, and one could get a 
very fair one-shilling four-course dinner at the Diner 
Franegais, We were lucky in those days no doubt, 
but I dare say the post-war student, in spite of a host 
of modern luxuries as swimming-baths and 
motor-cars, knows as well as we did how to make the 
his leisure to mention his hours in 


such 


use ol 
hoapital. 

The contrast between this Arcadian existence and 
the first entry into general practice was lessened 
because one had to watch one’s step. But many 
surprising things had to be learnt—for example, 
that it was permissible to charge five shillings for 
syringing out the external auditory meatus, which 
at the first blush appeared to be worth about two- 
unable to into a fellow- 
practitioner's consulting-room to talk over a simple 
or two. If he is to be a success at all, the newly 
fledged G.P. has to learn beyond question the correct 
orientation towards the British public. This mystery 
might with advantage be broached before he leaves 
hospital. I cannot help wondering to what extent 
freemasonry operates in student days in orientating 
the future doctor to medicine and practice respectively. 
Freemasonry is a very strong force in the medical 
profession, but not being a freemason myself, I am 
unable to say, except by indirect observation, 

In general practice it is unfortunate that medicine 
and practice are not synonymous, That they must 
be combined to make a good practitioner is obvious, 
but it is not always so obvious that the basis of 
practice is a devotion to medicine, Only about half 
of the members of the B.M.A, are anything like 
regular attendants at the local branch meetings, and 
it is, of course, at such meetings that the continuity 
between post-graduate and student training is to 
be found. The two leading members of my own 
branch, one a senior hospital surgeon and the other 
an M.O.H., are almost always present, even when the 
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professional excellence, In our profession codpera- 
tion as opposed to competition marks the professional 
man of standing. 


* ok * 


The public often takes an unorthodox view of 
medical practice. Mrs, Jones likes Dr. A because 
he “‘ believes in injections,’ and Mrs, Smith interests 
herself in Dr. B because he tells her about his cases, 
The public likes the medical man to be broad- 
minded; by this it means that he subscribes to 
some plausible and easily understood theory of 
disease, such as that all illness is due to glands 
(endocrine imbalance) or imperfect elimination, or 
that all ills are curable by osteopathy or suggestion. 
This point of view is interesting, because the public 
unconsciously sees to it that the student’s education 
is kept strictly orthodox by the General Medical 
Council. While people rate us for being narrow- 
minded in the matter of, say, osteopathy, the General 
Medical Council, a statutory body on which only one 
layman is sitting, makes sure that the student is so 
that he shall never have any truck with non-scientific 
theories of medicine. 

Incidentally, it is interesting that the General 
Medical Council is left in the hands of the profession, 
It must be a piece of unconscious wisdom of the herd, 
for in all other departments it shows the greatest 
mistrust of the expert. The head of the church 
itself is a layman, and a statesman appoints its 
bishops, not to mention the judges, All the depart- 
ments of state are presided over by laymen, who 
together form the cabinet, and even in the law-courts 
the supreme decisions are left in the hands of twelve 
laymen, But by some strange and fortunate arrange- 
ment the medical profession is left to its own devices, 
and has an absolute sway over the training and the 
conduct of its members. 

The dangers of orientation to public opinion are 
considerable, I remember a patient of mine who on 
returning from India was advised by her doctor there 
to see a gland specialist of great eminence. She hada 
rash and was treated for menopausal symptoms with 
a very expensive polyglandular proprietary prepara- 
tion (harmless enough in itself) for six months, She 
then at my request saw a skin specialist, who found 
she had leprosy. Until then, thanks to a popular 
cult, no attempt at a diagnosis had been made 
and an important period for treatment had been 
irreparably lost. A famous homeopathic specialist, 
who had been called to the husband of a patient of 
mine, told me he could cure cancer. The husband 
had a carcinoma of the rectum, from which my 
patient’s first, husband had also suffered, and died 
with hemorrhage. During the period of our “ col- 
laboration’’ I was asked to take various readings 
of the blood-pressure and so on, which could have 

had no sort of relation to the disease. Eventually, 
I heard that the man had died of bronchitis just at 
the moment that he was turning the corner owing 
to the great skill of the specialist! Unfortunately, 
the specialist was a qualified man, so it was impossible 
for me to refuse to collaborate—or wasn’t it ? 
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Some years ago a doctor accused his profession 
of being full of jealousy. When he was severely 
reprimanded by a colleague for mud-throwing, he 
replied that it was the only fault in an otherwise 
superlatively excellent body of men. Jealousy is 
perhaps the commonest of human faults, though only 
the introspective know how common it is. Its germ 
is to be found in self-esteem, and when once this is 
damaged, the self endeavours to place the blame on 
something or someone outside. Psychological methods 
have succeeded in replacing the Victorian ideal of 
self-respect by the Socratic one of self-knowledge, 
but the generality of mankind lag behind such 
progress, On his way from Lancashire to Kent a 
surgical friend of mine stayed with three colleagues ; 
all, he said, were unanimous in considering their 
immediate professional neighbours rogues, but the 
doctors who lived ten miles away were the best of 
fellows. He evidently felt that the rogues of whom 
they complained were merely the pegs on which they 
could when necessary hang their damaged self- 
esteem or fear of failure. If there are still people who 
worship self-respect or prestige, let them study the 
character of Iago and especially his opening speech. 

As to self-knowledge, it is a bitter pill and has to 
be swallowed when a complicated edifice of clinical 
misapprehension comes toppling down. The decision 
has to be made that, for the sake of the patient, the 
diagnosis must be changed at the expense of self- 
esteem, Confession is good for the medical soul. 
I well remember confiding a professional disaster 
to a friend, When I had finished my outpouring, 
he nodded very sympathetically, but his thoughts 
were elsewhere. He replied, “I’ve been frightfully 
worried by a case of my own...” By confiding 
his trouble to me in return, he was unconsciously 
giving me much comfort. But it was only when 
I heard a very responsible surgeon say, “‘I see that 
beastly wound (it was a bad postoperative faecal 
fistula) all night and half the day” that I realised 
for the first time that the cross of self-blame is 
perhaps the worthiest that we can carry in professional] 
life. 





TREATMENT OF TUBERCULOSIS 


Wirn the object of remedying defects in the 
country’s tuberculosis seryices, to which attention has 
been drawn by correspondents in the Times and else- 
where, the Minister of Health invited a deputation, 
composed of representatives of the National Associa- 
tion for the Prevention of Tuberculosis, the Joint 
Tuberculosis Council and the Tuberculosis Association, 
to meet him on Oct. 27. As a basis for discussion the 
deputation presented a memorandum with the follow- 
ing main points. 


1. A detailed plan should be drawn up to release 
more beds for tuberculosis cases, particularly for those 
in the infective stages. This can be best achieved by 
releasing certain institutions altogether and reserving 
them exclusively for tuberculosis, for it is undesirable 
to house tuberculous patients and casualties under the 
same roof. 

2. The evacuation of large numbers of people from 
towns into the country has led to certain financial 
problems. For instance, should the evacuating or 
receiving authority pay for the treatment of evacuated 
tuberculous patients? There is a danger that a 
gigantic burden may be placed on the rural ratepayer. 
So far no ruling on this point has been made. 

3. The surgical treatment of pulmonary tuberculosis 
must go on. At the moment it is at a standstill, for 
the special hospitals where these operations are nor- 
mally performed have been deprived both of tuoracic 
surgeons and of special instruments, while the out- 
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TUBERCULOSIS [Nov. 4, 1939 1001 
lying hospitals to which surgeons and instruments 
have been sent are not yet in a position to receive 
patients. 

4. There is a shortage of beds for cases of non- 
pulmonary tuberculosis. It is important for these 
patients, most of whom are children, that treatment 
should be started promptly if deformity of limb and 
abscess formation with secondary infection are to be 
avoided. 

5. The memorandum offers suggestions regarding 
the routine examination of militiamen and the 
investigation of suspected cases of pulmonary tuber- 
culosis in members of the fighting forces. If proper 
attention is given to these matters the Ministry of 
Pensions will avoid many of the mistakes in assessing 
claims that were made in the last war and the 
country will be saved a considerable sum of money. 


To this Mr. Elliot replied that he is having the 
greatest difficulty in persuading people that hospital 
services are available now just as before the outbreak 
of war. Although some patients were discharged 
from sanatoria and other institutions to provide 
accommodation for casualties, about two-thirds of the 
28,000 beds provided for the treatment of tuberculosis 
in England and Wales remained available throughout 
the early weeks of the war for their peace-time pur- 
pose, though naturally this proportion varied in 
different parts of the country. If through some 
misunderstanding actively infectious cases were dis- 
charged they should be sought out and brought back 
for treatment. An instruction issued on Oct. 4, he 
said, specially emphasised the importance of the 
tuberculosis services. Steps have been taken to remove 
any misunderstanding which might have led to the 
refusal of residential treatment to tubereulous 
patients.in need of it, and also to enable a substantial 
number of smaller tuberculosis institutions originally 
included in the casualty scheme to return wholly to 
their normal functions. This has made available some 
5000 more beds. In addition, as more and more of 
the hutted annexes to hospitals are completed more 
and more beds at present allotted to casualties will be 
released. Other services are also returning to normal. 
In London, for example, the dispensary services, after 
an initial lull, and difficulties owing to the temporary 
transfer of personnel, are resuming almost pre-war 
activity. In some reception areas these services have 
indeed been expanded. Finally, the Minister sug- 
gested that a small liaison committee should be 
appointed which could report to him how the steps 
so far taken are working in practice. 


* .. If you find your friend’s eyes getting accus- 
tomed to the black-out quicker than yours are, try a bottle 
of cod-liver oil, or halibut-liver oil, and if that fails go and 
see your doctor.’’—Prof. H. Hartridge, in “‘ The World Goes 
By ”’ on the wireless on Oct, 25, 


*.. I would make at least one exception to the 
testimonial in favour of prepared foods—the small segments 
of cheese issued wrapped up in tinfoil. Compared with 
ordinary cheese they give a very poor return. They may 
be handy but they are not good value.’’—From a personal 
letter to the Editor. 


«. . . The government of England will never rise 
to so exalted a pitch of glory as that of Rome, nor will its 
end be so fatal. The English are not fired with the 
splendid folly of conquests, but would only prevent their 
neighbours from conquering. They are not only jealous 
of their own Liberty, but even of that of other nations, 
The English were exasperated against Lewis the Four- 
teenth, for no other reason but because he was ambitious ; 
and declared war against him merely out of levity, not 
from any interested motives.”—VotrTare in Letters 
concerning the English Nation, 1733, 
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LETTERS TO 


A PLAN FOR BRITISH HOSPITALS 


Sir —yYour first leading article on October 28 
sponsors a scheme the main effect of which would be 
the destruction of our voluntary hospitals and the 
imposition of a whole-time system upon the leaders of 
our profession. Were your commissioner (or should 
[ say commissar?) better equipped with technical 
knowledge he would be aware that the safest treat- 
ment of a primigravida threatened with eclampsia 
is prophylactic abortion. 

At the outbreak of war the policy of Parliament 
was to take steps against the possible consequences 
of aerial bombardment. The evacuation of large 
masses of the population, the almost complete closure 
of our hospitals, and the relegation of the majority 
of our medical experts to a life of inactivity were 
perhaps necessary measures, but it is now possible to 
survey some of the consequences and the picture of 
the neglected sick of London, of the tuberculous 
patients condemned to contaminate their families, and 
of the teachers of medicine deprived of many of their 
most useful functions, is one to compel sober thought 
rather than complacent planning for the perpetuation 
of mistakes. 


Without expressly stating it your commissioner 
implies that analogies can be drawn between our 


system and that prevalent in the great continental 
cities. As far Western Europe concerned 
nothing could be further from the truth, for in all 
the great countries near to us the professors of 
medicine and surgery and many of their assistants 
engage in private practice although their hospitals 
are state institutions. They are compelled, wisely I 
believe, to devote a much greater proportion of their 
time to their hospital duties than is the case with the 
staffs of our voluntary hospitals, but I have never 
heard them complain of this nor of the nominal 
remuneration they receive for it; their fame is often 
international and in many eases brings them large 
and well-earned incomes. I am sure that these men 
would unanimously oppose any attempt to make them 
work away from the great cities, or to convert them 
into whole-time servants of the State. 

This insistence on the whole-time principle is surely 
the crux of the problem; its combination of a heavy 
salary-list with inadequate reward is the factor which 
maintains our municipal hospitals at a level inferior 
to that of many continental cities, and (pace your 
commissioner) the restrictions imposed on holders of 
chairs of medicine and surgery in London have con- 
stantly prevented many of the most capable men 
from applying for such posts. There is a type of 
man who is content with a tranquil life and a measure 
of security; there is another who asks only for the 
possibility of pursuing his clinical or laboratory 
research without thought of anything else—to these 
the scheme you support may hold attractions. But 
there is a third type whose individuality, restless 
energy and imaginative vision bring not only technical 
knowledge but inspiration to patients and to students. 
To such a man whole-time work in an area remote 
from contact with the main body of humanity is so 
unattractive that he would not accept it, and the 
disappearance of his kind would be an immeasurable 
loss to medicine and surgery. 

If decentralisation has anything 
(your commissioner’s vision of an 
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to recommend it 
era of perpetual 


war may surely be dismissed as absurd) it is that the 
country 


and the outer suburbs are attractive to a 
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minority of patients and the more academic workers. 
The majority of patients can be as easily cured in 
town, and when we accept the fact that it is in the 
great cities that the charitable layman can see and 
help to control the institutions he is inspired to 
endow, when we know enough of the human spirit 
to realise that it is of importance for the sick to be 
near their families and their friends, and when we 
realise what it means to patients to be able to seek 
assistance from famous hospitals enjoying the 
honorary services of eminent men, we know that the 
disappearance of our voluntary hospitals would be a 
national calamity. 

The state hospitals on the continent are in many 
respects superior to our municipal hospitals, in some 
respects (notably in the longer hours given by their 
staffs) they can teach lessons to our voluntary hos- 
pitals. But in one respect we lead—namely, in the 
service we can now offer to the class which is just 
richer than “the poor.’ There is no reference in 
your commissioner’s report to the fact that such 
persons can obtain comfortable quarters for less than 
five guineas weekly, with a cost for all medical and 
surgical services of less than fifty guineas, in the 
private wings of many of our voluntary hospitals 


today. With what motive is the exact contrary sug- 
gested? 
It is untrue to say that consulting practice in 


London is doomed or dying; the struggle is hard and 
it is indeed rendered harder by our failure to permit 
the public clearly to distinguish between the true 
consultant and the charlatan; the sooner this 
remedied the better, and an immediate step in this 
direction would be the creation of a title equivalent 
to that of médecin des hépitaux and the permission 
of some private practice to professors. But even the 
present situation is far from justifying pessimism. 

If this war has any meaning it is a revolt of 
nations of freemen against the stupid domination of 
totalitarian states. If victory is not to be barren it 
must be shaped to encourage the individual rather 
than to produce general enslavement. There is an 
inhumanity and lack of vision in the plan you sponsor 
which mark it as being a scheme for making the world 
safe for bureaucracy and not one for the welfare of 
the sick. 


is 


I am, Sir, yours faithfully, 


Harley-street, W.1, Oct. 31. T. Izop Bennett. 


HARDSHIP IN THE E.M.S. 


Sir,—When you speak in your first leading article 
of the emergency hospital scheme as “ simply a stage 
in rapid evolution,” I begin to fear that THe LAaNcET 
may be going over to. the view that universal state 
medicine is inevitable. Those who hold that view 
appear to be using their present big opportunity to 
promote it. If I were ever inclined to share it my 
experience of the E.M.S. would have cured me. 

Those who joined the wholetime E.M.S. on patriotic 
grounds, and with verbal assurances that subject to 
prior claims of the service they could use their spare 
time for private patients, have been treated as 
“temporary civil servants” whose whole time had 
been bought at its market value. No consideration 
has been shown for the interests of their private 
patients, and there has been no recognition of their 
inability to reduce, at such short notice, their civil 
commitments to the level of their salaries. It is true 
part-time service has been offered on the basis of one- 
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third pay for two-thirds time—an obviously inequitable 
basis, so that an individual accepting it would let down 
his colleagues. 

I have at the moment two cases in this hospital upon 
which I have operated. Both are able and anxious to 
pay me fees, and one of them is actually insured for 
surgeon’s fee up to 100 guineas. Both are paying the 
hospital for private rooms. My commandant informs 
me that I am not entitled to take a fee from either of 
them. I have this week received a surtax demand 
for next Jan. 1 which is larger than my gross official 
salary for a year. My accountant tells me I have no 
claim to a reduction of this assessment. 


I am, Sir, yours faithfully, 


Oct. 30. A WHOLE-TIME SURGEON. 


Sir,—Your special commissioner’s “ Plan for British 
Hospitals ” is certainly the best scheme which I have 
seen. There is one criticism, however, on which I and 
my colleagues at one emergency hospital are unani- 
mous. We do not think that part-time service is 
unsatisfactory, for two reasons: (a) the staffs of 
teaching hospitals are already on a part-time basis, 
although they are not paid for their hospital work. 
I have never heard it suggested that their hospital 
work is neglected. If it were, the remedy would be 
easy. At some voluntary hospitals, the honorary staff 
are appointed yearly; if our work were neglected we 
need not be reappointed; (b) The I.M.S. is, I think, 
generally considered to have a higher standard than 
the other services, and in this service private practice 
is allowed in most posts—an arrangement which seems 
to attract a better class of doctor. It is improbable 
that whole-time hospital staffs will be very highly 
paid and I think there is a danger that too many good 
men will prefer general practice. I never heard, when 
I was in India, that the public work of the I.M.S. 
was neglected. 

At all costs the growth of bureaucracy in the emer- 
gency hospital scheme must be prevented. We have 
been required to sign a declaration, before receiving 
pay for October, that we have not engaged in private 
practice. Almost everybody has seen an odd case or 
two, chiefly uncompleted pre-war cases. As this work 
has been done when off duty it would not have harmed 
the service even if there had been any public work 
to do. It is, I believe, a principle of English law 
that one cannot be asked to incriminate oneself, and 
for this reason some of us (whether or not we have 
in fact seen any patients) are refusing to sign. I 
suppose we shall not get our pay until the point has 
been fought out. It almost looks as though the 
Ministry of Health were pursuing a policy of repres- 
sion for the fun of the thing. 

I am, Sir, yours faithfully, 


Oct. 30. A WHOoLE-TIME PHYSICIAN. 


THE CONTROL OF TETANUS 


Sir,—The leading article in your issue of Oct. 21 
is in present circumstances to be welcomed. You 
rightly state that active immunisation against tetanus 
was introduced in the British Army over a year ago. 
A eonsiderable proportion of the Regular Army have 
availed themselves of this method of protection. The 
use of formol toxoid has been enormously extended 
owing to the present expansion of the Army, but 
active immunisation still remains, as do all other forms 
of inoculation, on a voluntary basis. 

The policy of the British Army regarding the sub- 
sequent administration of tetanus antitoxin in the 
event of a wound suffered by persons who have been 
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actively immunised differs from the French practice. 
We advocate the immediate administration of 3000 
units of A.T.S., which is to be regarded as an addi- 
tional safeguard against infection. In this connexion 
it may be pointed out that there is an optimum time 
for the administration of antitoxin—i.e., as soon after 
the infliction of the wound as is possible. Under the 
conditions of active service, when a casualty may lie 
out for many hours before medical assistance is pos- 
sible, the administration of antitoxin may be unavoid- 
ably delayed. In these circumstances the value of 
previous active immunisation against infection is 
obvious. Further, it may not always be possible to 
obtain information as to previous active immunisation, 
although the fact that such inoculations have been 
given should be entered in the documents carried by 
all soldiers. 

In order to obtain evidence which will enable the 
value of these different preventive measures against 
tetanus to be assessed, a case-sheet has been designed 
for reporting such infections as arise. This neces- 
sarily deals with other details such as surgical inter- 
vention and treatment by chemotherapeutic agents. 

I am, Sir, yours faithfully, 
H. Marrian Perry, 

Millbank, S.W., Oct. 24. Director of Pathology. 


THE CONSCRIPTED PSYCHOPATH 


Sir,—Those of us who had to deal with the so-called 
shell-shock patients in the last war had hoped that 
something would be done next time to prevent a 
repetition of the psychiatric illnesses which were 
lumped together under that unfortunate name. The 
need for prevention does not require to be stressed. 
The intense misery of the patients, the infectious 
nature of the disease so that it became a serious war 
problem, and the unending burden to the community 
should be sufficient reasons for inquiring if there are 
any means of prevention available. 

From many quarters conclusive evidence has been 
obtained that in a large number of men a history of 
psychiatric illness was forthcoming before enlistment. 
If these patients had been excluded from the army 
there would almost certainly have been fewer psychia- 
trie casualties. It is generally believed that medical 
boards are instructed to inquire into the mental history 
of the recruit, but some of us who are interested in 
mental illness are beginning to feel that the meshes 
of the net are too wide. 

I have seen recently two persons who would not 
have been called up if attention had been paid to 
their histories. In one of these there was a prolonged 
history of repeated failure. He had to be taken from 
one school to another, until when he was 15 his doctor 
wrote to his father that he had come to the conclusion 
that the boy could not stand the strain of public 
school life, and that all attempts to make him do so 
should be given up. Thereafter his education was 
conducted by tutors, and he attempted to study for a 
professional career. After he had passed some 
examinations his health again broke down, and for 
about a year before being called up for the militia 
he was occupied in trying to get it restored. The 
chief symptoms in each illness have been insomnia, 
attacks of terror always worse away from home, 
severe indigestion, and failure of concentration. 
Though this history, and a certificate from a leading 
physician that the lad was totally unsuited for 
military service, were communicated to the board, 
nevertheless the boy was passed fit for military ser- 
vice. The other patient joined the territorials a year 
ago and broke down with acute nervous symptoms 











1004 THE LANCET] 


about ten days after the outbreak of war. He too 
has had minor nervous illnesses throughout his life. 
One accustomed to the study of psychiatric histories 
would certainly have suggested further investigation 
before he was accepted. 

Even two swallows do not make a summer, and I 
have to admit that these are my only two specimens 
of the bird. But in conversation with my colleagues 
[ have found that they also have been finding 
examples. If those of your readers who have know- 
ledge of similar cases could send details to me at St. 
John’s House, Smith Square, 8.W.1, it might be 
possible to find out whether this is a serious problem 
or not. If these psychopaths are being generally 
enlisted, then we are doing our best to provide many 
occupants for psychiatric beds, not only because of 
the numbers actually enlisted, but also because of 
the highly infectious nature of hysteria. I am not 
suggesting a remedy for this state of affairs until I 
know something of the magnitude of the problem, 
but publicity may induce those responsible to realise 
that it is not unimportant. 

I am, Sir, yours faithfully, 
T. A. Ross. 


Smith Square, 8.W.1, Oct. 30. 


ELECTROTHERAPEUTICS IN MILITARY 
HOSPITALS 


Sir,—Dr. Justina Wilson’s letter is most timely. 
It is true that very little is being done in the way of 
preparing the military hospitals for the treatment 
of patients by electrotherapeutie methods, either in 
apparatus or expert medical personnel. This of 
course means that a large number of the early cases 
are going to miss the benefit of a valuable means of 
relieving pain and clearing sepsis, of keeping up 
musele tone where nerve-supply has been damaged, 
to say nothing of the after-treatment of, fractures. 

The case of the emergency hospital service is even 
worse, for that organisation has not only taken no 
steps to provide this form of treatment, but has taken 
away from the general public at large the normal 
services which existed before. Most of the leading 
London hospitals had their physiotherapy departments 
treating many thousands of patients annually. On 
the outbreak of hostilities these were closed and no 
alternative places of treatment were offered to the 
large number of patients who were still on courses of 
treatment. 

Surely if physiotherapy is needed in peace-time 
(and this is shown by all the leading hospitals having 
departments), how much more is it necessary in war- 
time, and it is to be hoped that departments will 
be organised before the rush of patients is too over- 
whelming. 

I am, Sir, yours faithfully, 


Wimpole Street, W.1, Oct. 30. Ropert LEAVER. 


RESPIRATION IN UTERO 

Sir,—I was delighted to see the prominence given in 
your issue of October 14 (p. 838) to the work of Sir 
Joseph Bareroft on respiration in utero. Though no 
physiologist, I attended his lecture which touched on 
this subject at the recent B.M.A. meeting in Aberdeen, 
when unfortunately there was no time to inquire 
further into a point which seemed to me of the utmost 
importance in obstetric practice. Sir Joseph’s experi- 
ments seemed to prove conclusively that, for the sheep 
anyhow, the strongest antenatal and neonatal stimulus 
to respiration is not oxygen lack but cutaneous stimu- 
lation. If this is so with human beings also, it should 


warn us against too facile comparisons between blue 
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asphyxia and asphyxia of adult life, or between white 
asphyxia and shock. 

As a general practitioner I have done my best to 
keep up with the latest precept and practice in the 
treatment of these conditions, but I must confess that 
I have been disappointed with the results of my efforts 
to apply them. In fact, for over a year I have gone 
back shamefacedly but unrepentantly to the old- 
fashioned slapping and blowing on the abdomen—with 
most satisfactory results. My experience is limited 
and, I know, proves nothing, but it was most interest- 
ing and unexpected to hear the latest results of 
investigation apparently confirm the treatment of our 
grandfathers to which I had reverted. Sir Joseph 
expressed the hope that there might not be any 
obstetricians present at his lecture. As I heard it I 
very much wished that there had been, but it would 
certainly be of interest to know what they now think 
in the light of the evidence there adduced. 


I am, Sir, yours faithfully, 


Winsford, Cheshire, Oct. 24. W. N. Leak. 


REGIONAL ILEITIS 


Sir,—In his paper on this subject (Lancet, Oct. 7, 
p. 773) Professor Hadfield proves that this disease is 
granulomatous, and he goes some way towards showing 
that it may be tuberculous. He refuses to go the 
whole way (favouring rather a relationship with 
Boeck’s sareoidosis) (1) beeause he was unable to 
find tubercle bacilli in any of the sections showing 
giant-cell systems either in the bowel wall itself, or in 
the regional lymph-glands; and (2) because in no ease 
was there any evidence of caseation, the granulo- 
matous lesions apparently regressing without showing 
necrotic changes. 

It has been shown by José Valls of Buenos Aires, 
and later, independently, by myself that lymph-glands 
draining joints affected by tuberculous disease are 
themselves involved in most cases. May I comment on 
Professor Hadfield’s two caveats in the light of what 
is found in tuberéulous joints? 

(1) If the concentration of tubercle bacilli in an 
organ is low it is very difficult, sometimes even impos- 
sible, to demonstrate them in sections. After a number 
of failures I gave up trying and trusted to guineapig 
inoculation. 

(2) If printed photographs are worth anything, the 
lesions shown in Professor Hadfield’s figs. 2, 3, & 4 
are identical with those in my paper (Brit. med. J., 
1939, 1, 105, figs. 1, 2, & 3). And there is an even 
more significant feature in common: in only two of 
the glands from my series of 22 cases (some seen since 
the publication of the paper) were there any changes 
suggestive of caseation, in spite of the fact that many 
of the glands were almost completely replaced by 
tuberculous giant-cell systems. These glands never 
proceed to overt lymphadenitis—they invariably heal 
without showing more than a transient general 
hyperemia of the gland substance and the character- 
istie histological changes. Here then is a form of 
tuberculous disease that invariably regresses sooner or 
later, and rarely exhibits caseous changes; it closely 
resembles what Professor Hadfield has found in the 
glands from his eases of regional ileitis. 

When we come to examire material from joints 
there is not the same striking similarity, though there 


is some. Since the treatment of tuberculous joints is 
mainly conservative, opportunities for examining 


material are rare. However, I have just re-examined 
the sections from 30 cases and find that caseation 
was absent in 13: in 11 of the 13 cases there were 
widespread hyperplastic changes not unlike those 
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found by Professor Hadfield in the submucosa of the 
ileum. It came as surprise to me to find that 
easeation was not invariable, even in cases of consider- 
able standing. 

Perhaps this is all a fairy story; it may be foolish 
to compare a joint and the glands draining it with a 
segment of bowel and its corresponding glands. But 
I think that the points against tuberculosis in the 
pathological picture of regional ileitis need not yet be 
taken too seriously. So far as absence of caseation 
is concerned, I feel sure that Professor Hadfield will 
not be put off what seems to be an uncommonly good 
scent by a little unconventionality on the part of so 
versatile a disease. 

I am, Sir, yours faithfully, 
H. J. Seppon. 

Royal National Orthopedic Hospital, 

Stanmore, Middlesex, Oct. 27. 


CHILDREN AT THE TAVISTOCK CLINIC 


Str,—Under the heading Child Guidance Council 
in your issue of Oct. 28 a statement, which is perhaps 
capable of misinterpretation, was made with regard 
to the children’s department of the Tavistock Clinic. 
We should be grateful if you would allow us to point 
out that the practice of the Tavistock Clinic, in both 
the adult and children’s departments, does not now 
differ from pre-war days. It is, we believe, thera- 
peutically sound for everyone to pay what they can 
for treatment, and hence we ask outpatients to pay, 
when possible, a minimum fee of 3s, for a treatment 
interview. Under war conditions this poliey is 
unchanged. The risk of confusion arises from the 
fact that during war-time a group of psychotherapists 
are separately carrying out private work in the same 
building at ordinary consulting fees. 

I am, Sir, yours faithfully, 
A. T. M. Witson, 
Acting Medical Director, Tavistock Clinic. 


Westfield College, Kidderpore Avenue, 
London, N.W.3, Oct. 30. 


TREATMENT OF VENEREAL DISEASES IN 
THE FIELD 


Sir,—In the Lancer of Oct. 28 Colonel Burke has 
made certain suggestions on the treatment of venereal 
diseases in the field. It is his opinion that the 
evacuation of cases to base hospitals is not necessary 
under present standards of treatment. The treatment 
of gonorrhwa at some hospital nearer the fighting 
line may be both desirable and feasible, but the long 
period of treatment with M. & B. 693 and the high 
total dosage recommended will cause some surprise to 
many who have used this compound. 

Colonel Burke recommends a period of treatment 
of from 14 to 21 days with a total dosage of 35-49 
grammes. Following our experience with sulphanil- 
amide, we employed this prolonged and high total 
dosage with good results in our first trials with 
M. & B. 693, but, as we reported in your columns 
(Noy. 19, 1938), a dosage of this order exposed the 
patient to a considerable risk of intolerance and toxic 
effects, and was furthermore unnecessary. For a 
considerable time we have used a total dosage of 21 
grammes (1 gramme 8-hourly) and are now observing 
a series treated with a total of 15 grammes in 5 days. 
The lower dosage minimises intolerance and consider- 
ably reduces the cost of a somewhat expensive treat- 
ment. On this dosage, together with daily irrigation 
treatment, practically all eases cease discharging 
within 48 hours and attain apparent cure. About 
90 per cent. of the cases complete intensive and pro- 
longed testing without relapse. 
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In view of the fact that several workers in this 
field have reported excellent results from a more 
intensive but still briefer treatment with M. & B. 693, 
it may be found suitable by the army authorities to 
adopt treatment of less than 7 days. In any event, 
the advocacy of Colonel Burke of treatment with this 
compound for 14 to 21 days is in our opinion a 
retrograde step, for it is now widely known that 
those eases which respond to M. & B. 693 will do so 
within the first few days, and cases which fail to 
respond within a week will rarely respond later, how- 
ever much of the compound is administered. 

Experience in the civilian population of the sub- 
jective symptoms due to the effects of sulphapyridine 
is such that a vivid imagination is not necessary to 
visualise the results which might arise if a man is 
returned to active service while undergoing treatment. 

We are, Sir, yours faithfully, 


V. E. Luoyp, 


Davip ERSKINE. 
V.D. Department, Guy’s Hospital, S.E., Oct. 30. 


BLOOD GROUPS EXPLAINED? 


Sir,—With reference to your special article under 
this heading, may I point out a serious error in the 
table comparing the Moss and Jansky classifications? 
These should differ only in the transposition of the 
1 and 4 groups, the 2 and 3 groups not being trans- 
posed. 


I am, Sir, yours faithfuily, 


Haywards Heath, Oct. 25. J. W. SHACKLE. 

*,* We thank Dr. Shackle for correcting us and 
trust that our error has not already led many of our 
readers astray.—Eb. L. 


Sir,—Will you allow a mere medical student to 
comment on the article under this heading (Lancer, 
Oct. 21)? It may accidentally give the impression that 
the genetic basis of blood-groups has only recently 
been cleared up by Mr. Scheinfeld. It was, of course, 
actually brought to light by Bernstein in 1924. What 
Mr. Seheinfeld has done is to give a popular exposi- 
tion of the facts. 


I am, Sir, yours faithfully, 


Aberdeen, Oct. 28. Gorpon P. WALLACE. 


ROYAL MEDICAL BENEVOLENT FUND 


Sir—I have received the following communication 
from the hon. secretary of the Rutland Panel Com- 
mittee which I am confident will have the sympathetic 
approval of your readers. 


At its meeting today the Rutland Panel Committee 
decided to abandon its annual dinner usually held in 
November. It was felt that the money usually spent 
on this function should be devoted to medical char- 
ities, and in view. of the many claims on the Royal 
Medical Benevolent Fund and its probable drop in 
income from high taxation, the committee has asked 
me to send you a cheque for fifteen guineas, the 
approximate sum we usually spent on our dinner, 


As hon. treasurer of the fund I would like to state 
how greatly the committee appreciates not only the 
generous action but also the spirit which underlies the 
gift. May I suggest that this example might well be 
followed by other committees or clubs of every variety 
when an occasion arises? 

I am, Sir, yours faithfully, 


Wormingford, Essex, Oct. 23. Lewis G. Gover. 








THE B.E.C.C. AND RESEARCH 


Sir,—The attention of this campaign has been 
directed to a note which appeared on p. 967 of your 
last issue. From the statement made there it would 
appear — the Grand Council of the British Empire 
Cancer Campaign has decided not to appeal for funds 
during the war and, if the statement remains unquali- 
fied, the public might reasonably be led to the 
conclusion that the eampaign has discontinued 
research. This is not the ease. The grand council 
has decided not to appeal for funds during the war 
as that might clash with war charities. Nevertheless, 
cancer research will be carried out with monies in 
hand and the steady income received from legacies. 
A letter was sent a few days ago to all the research 
centres which have been helped by the campaign in 
the past, asking them to advise wherever they felt that 
important research could be carried on. 

I am, Sir, yours faithfully, 
J. P. LockHart-MUMMERY, 

Hon. Secretary and Chairman of the Executive Committee, 

British Empire Cancer Campaign. 
149, Harley Street, W.1, Oct. 31. 


*,* We hope the B.E.C.C. will take steps to make its 
wise decision widely known.—Ep. L. 


CHEST SURGERY 
Smr——A misunderstanding has crept into “A 


Poitrinaire’s”” essay in your issue of Oct. 21. Refer- 
ring to the advance that has been made in-the past 
ten years in the practice of chest surgery, he says that 
these advances have been confined to a few centres, 
and continues, “ there is not, I suppose, in the south- 
west of Seotland, with a population of two million- 
odd, a surgeon who has done a couple of thoraco- 
plasties.’” This statement is far from correct, if it 
refers to Glasgow and its environs. The late Mr. 
James Taylor performed his first thoracoplasty in 
1922 at Robroyston Hospital, under the corporation 
of Glasgow, and published an account of his subse- 
quent experiences in 1934 in the Glasgow Medical 
Journal. In 1935 a chest surgery unit was established 
at this hospital, and the surrounding areas were invited 
to make use of it. Since then, 105 thoracoplastic 
operations have been performed. 


I am, Sir, yours faithfully, 
A. S. M. MacGregor, 
Oct. 28. Medical Officer of Health, Glasgow. 


INFECTIOUS DISEASE 


IN ENGLAND AND WALES DURING THE WEEK ENDED 
oct. 14, 1939 

Notifications.—The following cases of infectious 
disease were notified during the week: Smallpox, 0 ; 
scarlet fever, 1448; diphtheria, 941; enteric fever, 
42; pneumonia (primary or influenzal), 519; puer- 
peral pyrexia, 179; cerebrospinal fever, 23 ; polio- 
myelitis, 31; ence phalitis lethargica, 7 ; dysentery, 
33 ; ophthalmia neonatorum, 88. No case of cholera, 
plague or typhus fever was notified during the week. 

Deaths.—In 126 great towns, including London, 
there was no death from smallpox or scarlet fever, 
3 (0) from enteric fever, 2 (0) from measles, 2 (0) from 
whooping-cough, 20 (0) from diphtheria, 29 (6) from 
diarrhoea and enteritis under two years, and 20 (2) 
from influenza. The figures in parentheses are those 
for London itself. 

Croydon, Southend-on-Sea and Blackpool each reported a 
death from typhoid. Fatal cases of diphtheria were scattered 
over 16 great towns, Birkenhead, Gateshead, South Shields and 


Plymouth each reporting 2. Birmingham had 5 deaths from 
diarrhoea, St. Helens, 3. 
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University of Oxford 


On account of great pressure of clinical work, Prof. 
C. R. Girdlestone has resigned from the chair of ortho- 
pedic surgery and from the position of honorary clinical 
director of the Wingfield-Morris Orthopedic Hospital. 
He is not resigning from his appointments of honorary 
surgeon to the Wingfield-Morris Hospital or of honorary 
orthopedic surgeon to the Radcliffe Infirmary. While 
Prof. Girdlestone’s services are retained, it will be possible 
to appoint a new whole-time professor, thus greatly 
strengthening the Oxford orthopedic unit. 


University of Cambridge 


It has been decided to shorten the present course for 
the diploma in medical radiology and electrology from 
nine to six months and to hold examinations for part I 
on Dec. 19 and on April 10, and for part IT on April 9 
and July 9. There will be no examinations for part I 
in February and July of next year, nor for part II next 
October. 


Royal College of Physicians of London 


At a meeting of the college held on Oct. 26, with Sir 
Robert Hutchison, the president, in the chair, Dr. H. L. 
Tidy and Sir Adolphe Abrahams were re-elected members 
of the committee of management ; Sir Comyns Berkeley 
a representative on the Central Midwives Board; and 
Sir William Willcox a member of the Poisons Board. 

Licences to practise were conferred upon 297 candidates 
(258 men and 39 women) who have passed the final 
examination of the Conjoint Board and have complied 
with the by-laws of the college. The following are the 
names and medical schools of the successful candidates :— 


Francis Abadir, St. George’s; J. J. L. Ablett, King’s Coll. 
A. J. Abraham, Middlesex ; G. H. Adams, Birm. ; . Fs Adler’ 
com>. & Lond.; C. D. Alergant, Lpool; L. L. Alexander, 

Bart.’ s; O. P. Allcock, St. Mary's ; k. H. Anthony, St. 
Bart.’ s; F. R. Aston, King’s Coll. ; 8 4 A. 8. Austen, Middlesex ; ; 
R. C. Baird, Charing Cross; H. M. Balfour, Oxfd & Lond. 
D. A. Barley, King’s Coll. ; Rotha H. Barnfield, Brist.; T. E. 
Barwell, St. Mary’s; G. A. ’ Beck, St. Bart.’ 8; A.L. T. Beddoe, 
Brist.; Eileen M. Benison, King’s Coll. ; Geoffrey Beven. 
King’s Coll.; Arnold Bloom, Guy’s ; D. W. Boatman, St. 
Bart.’s; D.C. Bodenham, Brist.; Norah H. Bore, Roy. Free ; 
C. F. Bose, St. Bart.’s; A. R. Bradley, Guy’s; J. B. Bramwell, 
Camb. & Middlesex; O. B. Brears, Guy’s; M. O. B itocke, 
Westminster; C. A. Brockbank, St. Bart.’s; B. N. Brooke, 
Camb. & St. Bart.’s; H. P. Brown, Guy’s ; P. P. Brown, 
Camb. & Middlesex; C. E. Brownridge, Lond.; M. R. Bull, 
Lpool; W. W. Burnett, Manc.; Phyllis Barvill- Holmes, 
Univ. Coll.; Alice M. F. Butterworth, Roy. Free; R. F. 
Butterworth, St. Bart.’s; J. G. Byrne, Oxfd & Lond.; E. M. 
Calvey, Lpool; P. 8S. G. Campbell, St. Mary’ s; B. EB. ‘camus, 
Camb. & St. Thos ; BR. U. Carr, St. Thos R. A. Jase, 
Birm.; J. E. Cawthorne, St. Bart.’s ; C. A. Cheatie, St. Mary’ 8; 
A. A. Clay, Univ. Coll. L. G. Clayton, Oxfd; W. T. 
Cody, St. Bart.’s; P.C. Collinson, St. aoet 85 Beatrice Colvin. 
Roy. Free ; Ruth M. Colyer, { Iniv. Coll.; R. 8S. Cox, Univ- 
Coll. ; Mary Crago, Brist. Robert ( wewten, Camb. & Middle, 
sex; G. D. Cribb, Univ. Coll. J. D. Cronin, St. Bart.’s : 
T. H. Cullen, Middlesex ; Ressven Demmodsted: Rees 


H. A. Davidson, Lond. ; E. ’R. Davies, —_ oe: 7. Davies, 
ae reg? me My Davies, Brist. W. O. Davies, St. Mary’s ; 
R. L. Dawson, Univ. Coll.; Ina J. Dennis, Manc. : ‘ 


Denz, Giniy, Coll.; P. J. De ‘Vescovi, Camb. & Univ. Coll. 
-, i. Te Dickson, Birm.; J. W. Doupe, Birm.; J. R. ll 
Univ. Coll.; Margaret 8. ‘a7 ‘. eff.; M. B. Dworkis, 
Brist. ; Harry Dyson, Lpool ; J. E. Earle, , Camb. & Middle- 
sex; A. K. Eastwood, Camb. & Univ. Coll. D. A. J. Ebrill, 
St. George’s; H. D. Eddy, es &. Lond. P. K. D. Edmunds, 
Cardiff; Evelyn M. Eld rid, Roy. Free ; ie. L. Ellis, Camb. & 
Leeds ; H. V. W. Elwell, Westminster ; J. R. Elwell, an: 
Coll.; T. D. V. England, ‘Cardiff ; A. E. J. Etheridge, Guy's : 
M. O| Evans, Middlesex ; I. S. Eve, Camb. & Guy’s; Enid 
Fair, Roy. Free; B. E. Finch, Charing Cross ; Daniel Feldman, 
St. George’s; F. J. Fish, Lond. G. R. Fisk, St. Bart.’s ; 
Joan M. Foss, Brist.; A.J. Freese, Lond. sw M. P. Gairdner, 
Roy. Free ; Gwiladys Garfield, Cardiff ; B. Goptatte, Camb. 
& Leeds; M. R. Gaster, Camb. & St. Thos. . Ee H. Gell, 
Univ. Coll. ; Edward Gibbon, Westminster ; F. J. Gininghae’ 
St. Bart.’s; C. V. Gledhill, Univ. Coll. Jonathan Gluckman, 
St. Bart.’s ; N. H. H. Golledge, St. Bart.’ 85 L. C, L. Gonet, 
St. George’s; D. J. H. Goodhew, Lond. ‘J. H. Gould, St. 
Bart.’s; G. H. Grant, Oxfd & Lond.; M. ra Greenberg, Camb. 
& St. Bart.’s; B. G. Gretton-Watson, Camb. & St. Bart.’s ; 
G. C. Griffiths, Lpool; R. G. Griffiths, Lond.; J. A. G. Gulli- 
ford, Cardiff; Costa Halamandres, Guy’s ; “John Halstead, 
Leeds; J. M. Hamer, Camb. & Manc.; J. . Hampshire, 
Leeds; A. G. Hardy, Oxfd & Middlesex ; Frede | M. O. Harries, 
Cardiff; T. H. Harrison, Lond.; J. R. Hart, St. Bart.’ 8; 
R. H. R. Hartley, St. Thos.; S. F. Hasan, North-east Lond. 
G. C. Haslam, St. Mary’s; P. 8. Hawkins, St. Thes. ; .P. 
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Hayden, Camb. & St. Mary’s; 8. T. Hayes, St. Bart.’s; E. G. 
Herzog, Univ. Coll. 8. L. Hetherington, Camb. & Lond. ; 
W.S. Higgs, Lond. *s. W. Hinds, Guy's ; Ernst Hirschowitz, 
Westminster; H. B. Hobbs, Lond.; Elizabeth M. Hollands, 
Mane. ; Portia G. Holman, Camb. "& Roy. Free; Jean M. 
Bolmena. Roy. Free ; F. Hooton, Camb. & Middlesex ; 
N Horsnell, Lond.; C. R. Houghton, Birm.; Harry 
Houghton, Leeds ; ao Houston, Guy’s; D. R. 8. Howell, 
St. Bart.’ ‘ Howitt, St. Bart.’s; Aneurin Hughes, 
Middlesex ; :'E. B. Hughes, Brist.; H. O. Hughes, Middlesex ; 
J. G. Hughes, Middlesex ; Illingworth Ilingworth-Law, Univ. 
Coll. ; E. V. Irwin, Middlesex ; R. H. Isaac, St. Bart.’s; J. A. 
James, Univ. Coll.; J. W. M. K. Jayewardene, King’s Coll. ; 
J. R. F. E. Jenkins, Middlesex ; H. B. Jones, St. Bart.’s ; 
Megan E. Jones, Brist. 0. H. Jones, Charing Cross & W. 
Lond.; P. H. Jones, Westminster ; . Joules, Middlesex ; 
Joyce A. Keeping, King’s Coll. Ww. ‘Ke mne dy, King’s Coll. 
R. D. Kennedy, Camb. & Univ. Goll ; W. G. Kenton, Birm. : 
A. G. Leakey, Univ. Coll.; Colette D. G. Le Doux, R.C.S.1.; 
Arthur Levin, -. & St. Bart.’s; C. B. Lewis, Lond. ; 
N.S. Lockyer, St. Bart.’s; P. B. Longden, Lond. ; 8. C. Lovell, 
Middlesex ; yet Lynch, Guy’s; R. L. P. Lytle, St. Thos. ; 
R. W. J. Maclure, Camb. & Lond. ; J. 8. MeConnachie, Aberd. ; 
Hilary agpeeae, W. Lond.; A. C. Mackay, Camb. & St. 
Thos.; G. K. Marshall, Camb. & St. Bart.’s; J. G. Mathewson, 
Camb. & ‘Guy’ . E. M. Melville, Camb. & Lond. M. 
Mennell, Camb. & St. Thos. . Puzhankara A. Menon, ag 
W. H. H. Merivale, St. Thos. ; Edith 8S. M. Me rry, U niv. ¢ ™ 
B. U. Meyer, Univ. Coll.; E. W. Miles, U niv. Coll. I. 
Miller, Middlesex; C. J. Milligan, Univ. Coll. Esmond Mil: 
lington, Queen Mary’s, East End; Mary R.’ More, Brist. 
Margaret E. Morgans, Univ. Coll.; Alfred Morgenstein, St. 
Bart.’s; Margaretta D. Morrell, Roy. Free; O. D. Morris, 
St. Bart.’s; Alexander Murray, Birm. & Dubl.; R.A. Murray, 
Univ. Coll.; E. J. A. Needham, Guy’s; Ernst Neumark, Univ. 
Coll.; John Newsome, Middlesex; J. W. Nicholas, Univ. 
Coll.; C. G. Nicholson, St. Bart.’s ; R. 3. By holson, Univ. 
Coll. ; Doreen Nightingale, Univ. Coll.; D. Osborn, a : 8; 
W.J.0O. Page, St. Bart.’s ; F. D. P. Palme r, Middle sex; P.J.E.B 
Palmer, St. Bart.’s; W. R. K. M. Parry, Cardiff; A. L.’ 
Patterson, Camb. & St. Mary’s; J. W. Paulley, Middlesex ; 
8S. D. Perchard, Univ. Coll. ; Edith O. V. Perry, Camb. & Leeds ; 
Lorna C. Petersen, Camb. & Leeds; E. E. Philipp, Camb. & 
Middlesex Sundram Pillai, Rangoon; P. B. Pillay, Andhra 
& W. Lond.; A. 8. 8. tego St. Bart.’ ae R. Pollock, 
Camb. & Univ. Coll.; R. Ponder, Guy’s H. M. Price, 
Westminster; A. H. Pritchard, Cardiff; T. s F. “Pugh, Lpool ; 
J. D. Randall, yh Coll. H. Redfern, Manc. ; J.J. Reeks, 
St. Thos.; J.C. A. Renshaw, Manc. ; . Richards, 
Cardiff & leachate Gen. Hosp.; A. G. Riddell, Univ. Coll. ; 
Edward Ridehalgh, Manc.; F. Ww. B. Rilstone, Guy’s ; H. 
Roberts, Lpool; G. A. Robinson, St. Mary’s ; Louis Rosen, 
Univ. Coll.; H. A. Rowley, Guy’s; M. 8. Rowley, Mane. 
R. 8. Rowntree, Middlesex; R. J. Russell, Univ. Coll.; J.C. 
Ryle, Oxfd & St. Bart.’s; Erich Schlesinger, Middle sex ; 
G. B. Sc hofield, St. Bart.’s; F. H. Scoones, Lond. L. G. 
Scott, Guy’s; W. M. Scott, Camb. & St. Mary’s; oe 
Seccombe, St. Mary P. G. Seed, Camb. & Manc.; M. P. 
Shapiro, Lond.; A. E. A. Shaw, Camb. & Guy’s; Margaret M. 
Shrubsall, Roy. Free; K. W. C. Sinclair-Loutit, Camb. & St. 
Bart.’s; L. E. Smith, Guy’s; A. G. Spencer, Univ. Coll. ;. 
P. N. Stanbury, Camb. & St. Bart.’s; G. B. Stanford, Univ. 
Coll.; R. N. Stansfield, Manc.; Norman Stephen, Lpool ; 
A. V. Stevens, Middlesex; A. A. Stonehill, Brist.; G. > 
Stratton, St. Thos.; J. D. Stride, Middlesex; P. R. Stringer, 
Middlesex ; W. G. Sugden, St. Bart.’s; J. H. Swan, Middlesex ; 
L. A. Sylvester, St. Mary’s; Maggie Tan, W. Lond.; Peter 
Tettmar, Lond.; A. C. Thackray, Camb. & Middlesex; J. M. 
Thom, Middlesex ; C. C. Thomas, Camb. & Middlesex ; G. L. E. 
Thomas, Cardiff; G. A. Thompson, Manc. ; Jean F. Thompson, 
Camb. & Leeds; J. F. Thompson, St. Bart.’s; Phyllis M. 
Timothy, Cardiff; T. E. Tuley, Leeds ; f M. Turquet, Camb. 
& Lond.; P. A. Tyser, St. Thos. s ©. H.C. U pjohn, Camb. & 
Middlesex ; H. D. 8. Vellacott, Camb. & Lond. R. C. Vevaina, 
Bombay ; Margaret H. Vickery, Cardiff ; Edith M. Wagstaff, 
Brist.; B. E. Welton, W. Lond.; G. C. C. Wharton, Charing 
Cross; Merle Whitehead, W. Lond.; W. R. D. Wiggins, Guy’s ; 
D. R. C. Willcox, Guy’s; J. M. Willcox, Camb. & Middlesex ; 
Emily K. W illiams, ¢ lardiff; H. W. ¢ w illiams, Lond.; J. L. 
Williams, Charing Cross ; J. N. Willians, Guy’s; C. W. Ww ilson, 
Guy’s; R. C. Witt, St. Bart.’s & Northampton Gen. Hosp. ; 
Simon Witt, Univ. Coll.; Eric Wolfendale, Manc.; P. H. 
Woodcock, Univ. Coll.; Alice Yates, Univ. Coll.; J. A. Yates, 
Guy’s. 


Royal College of Surgeons of England 


The general anatomical and pathological collections of 
the college will be open. for inspection from Monday, 
Nov. 6 from 10 a.m. to dusk on week-days and from 10 a.m. 
to 1 p.m. on Saturdays. 


wm 











University of London 


At a recent examination for the academic postgraduate 
diploma in clinical pathology Alice Benjamin, J. 8. 
Bray, J. J. Dubash, and Sankara Sivasankara Pillai were 
successful. 


Sedgwick Medal 


On Oct. 17, Dr. Thomas Parren, Surgeon-General of the 
United States Public Health Service, received the Sedg- 
wick medal for distinguished service in public health, the 
presentation being made by Dr. Wilton J. Rosenau, a 
former recipient of this distinction. 
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Society of Apothecaries of London 


This society will not hold its examination for the 
mastery of midwifery in November, but an examination 
will be held in May if circumstances permit. Further 
information may be had from the registrar of the society, 
Water Lane, Queen Victoria Street, E.C.4. 


At recent examinations the following were successful : 

Surgery.—B. Berman, J. J. Brenner, W. R. Dyke, R. G. 
Feast, M. C. Fulton, E. F. Gleadow, M. C. Mair, 8. T. Nakib, 
G. L. L. Reynolds, E. G. F. Skinner, D. Specter, and J. A. 
Sutton. 

Medicine.—W. R. Dyke, M. C. Fulton, G. Hannigan, 8S. Krish- 
nan, J. Marks, T. Owen, T. 1. Palmer, W. E. Roden, J. C. Scott, 
H. F. Sparling, E. A. Spouse, W. N. Vellacott, and C. E. Winter- 
stein. 

Forensic Medicine.—-W. R. Dyke, M. C. Fulton, G. Hannigan, 
J. Marks, T. Owen, W. E. Roden, J. C. Scott, H. F. Sparling, 
E. A. Spouse, W. N. Vellacott, and C. E. Winterstein. 

Midwifery.—T. A. H. Adkins, M. E. Davies, W. R. Dyke, 
A. A. M. Easton, G. E. H. Enderby, M. C. Fulton, R. H. Gaman, 
P. Haden, A. Hannun, W. D. Jenkins, H. A. Kreiser, A. P. 
Motley, and 8. J. P. Ras. 

The following candidates, having completed the final 
examination, are granted the diploma of the society 
entitling them to practise medicine, surgery and mid- 
wifery : 

J. J. Brenner, Oxfd and St. Bart’s; M. E. Davies, Guy’s ; 
W. R. Dyke, Guy’s; M. C. Fulton, Georgia, U.S.A.; W. D. 
Jenkins, Lond. Hosp.; 8S. Krishnan, Sheff.; M. C. Mair, 
Glasg. and Charing Cross; A. P. Motley, Roy. Colls., Edin. ; 
S. T. Nakib, St. Mungo’s Coll., Glasg. and W. Lond.; T. Owen, 
Lpool; T. I. Palmer, St. Bart’s; G. L. L. Reynolds, Oxfd and 
Guy’s; W. E. Roden, Guy’s; H. F. Sparling, Guy’s; D. 
Specter, Welsh Nat. Sch. Med.; W. N. Vellacott, Guy’s; and 
Cc. E. Winterstein, Camb. and Guy’s. 


Royal College of Obstetricians and Gynecologists 


At a meeting of the council held on Oct. 28, with Prof. 
W. Fletcher Shaw, the president, in the chair, Walter 
William Chipman, emeritus professor of obstetrics and 
gynecology in McGill University, was admitted in 
absentia to the honorary fellowship, and Morris Datnow 
(Liverpool) was admitted in absentia to the fellowship. 
Grace Johnston Cuthbert (Sydney) was elected to the 
membership, and the following were admitted to the 
membership : 

Bruce Hunter Anderson, Alexander Wilson Andison, George 
Wills Blomfield, David Robinson Cairns, William David Alistair 
Callam, Douglas George Wilson Clyne, Molly Constance Devenish- 
Meares, Donald Stewart Greig, Thomas Neville Hart, William 
Hawksworth, William Morton Lemmon, George Gordon Lennon, 
Frank Haighton Lord, Ruvin Lyons, Thomas Alastair Mac- 
Farland, David Matthew Watson Maxwell, Shivaprasanna 
Misra, Denis Valentine Morris, Russell Ian Ritchie, Thomas 
Frederick Rose, Everell Mary Shippam, Richard de Soldenhoff, 
Geoffrey Benion Thomas, Sydney Lance Townsend, John Dickie 
Watt, and Ella Windeyer. 

Mr. J. P. Hedley assumed the office of hon. treasurer in 
place of Mr. Eardley Holland. 

The examinations for the membership and diploma will 
continue to be held, and the activities of the college are 
being maintained. 

The following have been awarded the diploma of the 
college : 

J. J. Carter, Penuel M. E. Chitty, Solomon Bender, J. V. 
Dhurandhar, Phillis Dingle, K. W. Evans. W. W. Gilford, 
Gordon Gillies, William Heng, J. R. E. James, J. E. Jameson, 
V. N. Khadilkar, 0. P. D. Lawson, Stephen Madden, J. M. 
McKiddie, K.. 8. E. MacRae, a G. Miller, Anne C. Robertson, 
Isaac Rose, K. C. Shah, P Simons, I. E. homas, R. M. 
Williams, J. W. E. Webster. and L. A. C. Wood. 


Additional Group Officers 


The following additions to the list of Group Officers 
given in THe Lancet (Oct. 21, p. 920) are announced : 
London (Sector II): Dr. A. E. Clark-Kennedy. Non- 
medical group officers: Portsmouth: Mr. B. Wagstaff ; 
Southampton: Mr. E. L. Wirgman; Wolverhampton : 
Mr. W. H. Harper; Newport: Mr. A. Ruddle; and 
Swansea: Mr. O. C. Howells. 


Fellowship of Medicine 


A course in neurology, especially intended for M.R.C.P. 
candidates, will be given at the West End Hospital for 
Nervous Diseases, daily at 2.30 p.m., from Nov. 13 to 
24. Postgraduates desiring instruction are asked to make 
known their requirements to the secretary of the fellow- 
ship at 1, Wimpole Street, London, W.1. 
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Chelsea Clinical Society 

[t has been decided by the council to suspend all activi- 
ties of this society and forgo subscriptions for the duration 
of the war. 


Royal Medico-Psychological Association 

A special general meeting of this association will be 
held on Wednesday, Nov. 8, at 11, Chandos Street, 
London, W.1, at 3 p.m. 


Treatment of Sick Children 


On Oct. 27 the Minister of Health received a deputation 
from the British Pediatric Association, introduced by 
Prof. Charles McNeil, of Edinburgh. They suggested : 
(a) the appointment by the Government of a pediatrician 
to act as consultant or adviser to the Minister, just as 
consultants had been appointed for special work like facial 
surgery under the Emergency Medical Scheme; (b) the 
appointment of specialists in children’s illnesses who would, 
in coéperation with general practitioners and public 
health authorities, be responsible for the children in the 
receiving areas ; (c) the allocation of special blocks of beds, 
and the concentration on those beds of specially trained 
children’s doctors and nurses, for sick children in the receiv- 
ing areas. 

In reply the Minister said that the appointment of a 
consultant in children’s illnesses was not analogous to the 
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ON THE FLOOR OF THE HOUSE 
By Mepicus, M.P. 

Tue Personal Injuries (Emergencies Provision) Act 
came up for discussion on a motion by Mrs. Adamson 
(Labour M.P. for Dartford) to annul the scheme 
made under the Act which was presented to the House 
on September 15. The Act itself, passed on Sep- 
tember 3 as part of the spate of emergency legislation 
which had to be rushed through, contained no precise 
details. The scheme of September 15 contained them 
and the only means of criticising it for practical pur- 
poses was to propose a motion to annul it. But 
criticisms or no criticisms, it is to be noted that by 
this Act provision for injuries to civilians caused by 
war risks is made in human history for the first time. 

The debate was notable for the attention it drew 
to the woman’s side of the war on the Home Front 
and to the anomalous position of the. mother and 
housewife, who because she does not receive a wage 
for her services is defined as “not gainfully em- 
ployed.” Another feature of the debate was the 
demonstration that the seale of allowances for children 
was based on the small family principle, allowances 
only being available for four children, but not more. 
Whether this is because the mind of the draughtsmen 
of the act, who no doubt belonged to the higher-paid 
ranks of the middle-class, considered—as was sug- 
gested in the debate—that large families should be 
discouraged, or whether it was due to Treasury 
economy, it is difficult to say. The same feature 
cropped up in the seales of allowances for children 
of serving soldiers, so that it is clear the large family 
is unpopular in Whitehall. But the old-fashioned 
Whitehall expert must be having a hard time just 
now. The human factor insists on obtruding itself, 
as in this personal-injuries debate, and, as Mr. Amery 
said, “ Those who have concocted these scales must, I 
faney, belong either to households that have taken 


great care... not to have more than two children, 
or to those who are so wealthy that a few additional 
children ...do not make much difference ... or 


else they genuinely believe that it is a crime to have 
more than three children.” As the Minister of 





appointment of consultants on such things as facial surgery 
in the Emergency Medical Service, since the latter would 
deal with casualties caused by air-raids, whereas the 
former would be dealing with ordinary illnesses. He 
would gladly consider their suggestions and particularly 
their offer to set up panels of specialists in the different 
emergency regions, but he doubted whether evacuation 
could properly be made the occasion for the institution of a 
new service, not available in peace-time. He pointed out 
that the evacuated children represented only a small 
proportion of the total child population of the country, and 
if a specialist children’s service were to be made available 
as part of the public health services, it would need to cover 
children generally and not merely those who had been 
evacuated, 


Indian Medical Service 

Colonel G. G. Jolly, M.B., has been appointed honorary 
physician to the King in succession to Brevet Colonel R. N. 
Chopra, M.D., who has retired. Colonel John Taylor, 
M.D., has been appointed honorary surgeon to the King 
in succession to Colonel Sir Alexander Russell, M.D., who 
has retired. 


In the Schweizerische Medizinische Wochenschrift for 
Oct. 21 (p. 964) it is stated that the blood-group of every 
German soldier is recorded on his identity disc. This 
practice was introduced in Sweden some time ago 


Pensions said in the debate, he was himself one of 
six children in a home to which his first earnings of 
2s. 6d. a week were “a very welcome addition.” And 
the Minister added that in his younger days his 
mother used to say “that any household which had a 
pound a week regular was fortunate.” 


* * * 


Debates in the House nowadays are very intimate 
whenever, as in this personal-injuries debate, the 
subject matter lends itself to intimacy—so much so 
that sometimes the interruptions and back-chat are 
more like the usual idea of a schoolroom when the 
master is not present then an austere legislature. 
It is really doubtful whether the House of Commons 
ever was very austere. According to Speakers before 
the present holder of the office whose memory went 
back to much earlier days, the present House of 
Commons is very much better behaved than it has. 
ever been. In Victorian days the space “ behind the 
Speaker’s chair ” and alongside of it out of range of the 
Speaker’s eye was sometimes filled by those politicians 
whose idea of interjection was a cock-crow or even a 
moo. So the present intimate atmosphere of the 
House and its response to the human appeal is no- 
new thing. Perhaps this has something to do with 
the real spirit of democracy which is more and more 
evident. 

* + * 

On another day there was quite a different kind of 
debate, that on the situation in India and the demand 
of the Congress Party, the Muslims and others for @ 
clarification of war aims. The Congress Party want 
to be sure that if they are to fight for freedom and 
democracy they will obtain that freedom for India 
and be allowed to apply that democracy to India. 

Mr. Wedgwood Benn, who opened the debate and’ 
who has an experience of very many years of Parlia- 
ment, and was at one time Labour secretary of state 
for India, pleaded for a clear definition of the position 
of India to be set by the Government. Mr. Benn asked 
also for the representatives of Indian opinion to be 
given a greater share of authority at the present time 
on the central government of India. Provincial 
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government in India has been a great suecess—this 
was agreed on all sides. The next step is one to 
dominion status for India, and Sir Samuel Hoare, 
with as long experience of India as Mr. Wedgwood 
Benn, made it plain that this was what the Govern- 
ment had in view. It is to be hoped that a method of 
full codperation between Great Britain and India can 
be obtained. The Congress have made their opposi- 
tion to the Nazi doctrines and everything they imply 
very crystal clear. And it was clear the House wanted 
the Government to give India the opportunity of 
helping in this fight for freedom on equal terms. 


QUESTION TIME 
Emergency Medical Service 


Mr. Spens asked the Minister of Health to what extent 
he had found it possible to consult the medical profession 
in determining the terms and conditions of employment 
of medical practitioners in the Emergency Medical Service. 
—Mr. Euxxior replied : Consultations with representatives 
of the medical profession have taken place at frequent 
intervals. The following are among the more important. 
In 1937 the Central Emergency Committee of the British 
Medical Association was asked to compile a register of 
practitioners with a view to ascertaining their availability 
and special qualifications for service in an emergency. 
This register comprises about 98 per cent. of the profession. 
The utmost use is made of this committee (now called 
the Central Medical War Committee) working through 
local committees which are representative of the profession 
as a whole. ... In July, 1939, invitations to enrol for 
whole-time service were sent to practitioners who were 
nominated by the Group Officers. Arrangements were 
subsequently made under which these full-time officers 
could go on indefinite leave without pay, subject to recall 
when occasion arose. Later, the option to transfer from 
full-time to part-time service was given under conditions 
recommended by a committee constituted from amongst 
leaders of the profession and presided over by Sir Bernard 
Docker. The constitution of this committee and the 
conditions it recommended were given in reply to a ques- 
tion on Oct. 12. On Oct. 18, a committee consisting 
of the presidents of the Royal Colleges of Physicians, 
of Surgeons, and of Obstetricians and Gynecologists, and 
representatives of the Group Officers, of the Central 
Medical War Committee, and of the London County 
Council, was set up to consider whether present circum- 
stances necessitate further measures of reorganisation. 
This committee has not yet reported. Its members are 
as follows : 


Representing the Royal College of Physicians: Sir 
Robert Hutchison (president); Dr. H. L. Tidy. 
Representing the Royal College of Surgeons: Mr. 


Hugh Lett; Sir Alfred Webb-Johnson. 
Representing the Royal College of Obstetricians and 


Gynecologists: Prof. W. Fletcher Shaw; Dr. J. P. 
Hedley. 
Representing group officers: London: Sir Charles 


Wilson ; 
Provinces : 
Prof. L. G. 


Sir Girling Ball; Dr. H. E. A. Boldero. 
Prof. A. H. Burgess; Mr. K. W. Monsarrat ; 


Parsons. 


Representing Central Medical War Committee: Mr. 
H. 8. Souttar (chairman); Dr. H. Guy Dain; Dr. A. E. 
Clark-Kennedy ; and Prof. R. M. F. Picken. 

Representing London County Council; Dr. W. Allen 
Daley. 

Attending by invitation: Sir Maurice Cassidy; Mr. 
R. M. Vick. 

Reservation of Medical Students 
Sir Ernest Grauwam-Lirrte asked the Minister of 


Labour and National Service, whether, in view of the 
excessive wastage in the medical profession during the last 
war, he would arrange with the Secretary of State for War 
for the reservation from military service, until after 
qualification, of all medical students at present registered, 
irrespective of the stage of their studies, in order to ensure 
an adequate supply of skilled medical practitioners for 
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civilian and military needs, both during and after the 
war.—Mr. Ernest Brown replied: I have consulted the 
Minister of Health, and am satisfied that at the present 
time the reservation of medical students provided in the 
schedule of reserved occupations—viz., ‘* Medical student 
who has passed first professional examination and com- 
pleted two terms of study in anatomy and physiology ”— 
is adequate to meet the needs of the situation. 


Other Students 


In reply to a further question Mr. Brown said that 
under the National Service (Armed Forces) Act individual 
students could apply for postponement of their liability 
to be called up for service, on grounds of exceptional 
hardship. Students possessing certain technical and 
scientific qualifications would also have the opportunity 
of applying to the technical committees associated with 
the university joint recruiting boards which could in 
suitable cases recommend that they should complete their 
courses of study. 


Measles in Reception Areas A 


Mr. Isaacs asked whether any steps had been taken in 
the reception areas to deal with the anticipated measles 
epidemic which, over some period past, had occurred 
regularly every two years.—Mr. Ex.iorr replied: I have 
drawn the attention of local authorities to the need for 
additional hospital accommodation in reception areas for 
cases of infectious diseases both notifiable and non- 
notifiable. I am also issuing regulations providing for the 
compulsory notification of measles and instructing medical 
ofticers of health to make such inquiries and take such steps 
as are necessary or desirable for investigating the source of 
infection, for preventing the spread of infection and for 
removing conditions favourable to infection. 


: Camps for Defective Children 


Mr. SorENSEN asked the Parliamentary Secretary to the 
Board of Education, whether he was aware of complaints 
concerning cold, lack of light, inadequate air-raid pre- 
cautions, and the general unsuitability of conditions 
affecting defective children evacuated from Leyton and 
elsewhere to Suffolk coast camps; and whether, in view 
both of the particular need and of the position of these 
children, he would consider plans for their education under 
more suitable circumstances elsewhere.—Mr. KENNETH 
Linpsay replied: The camps in question were inspected 
early in the summer by representatives of the evacuation 
authority for London, and appeared to be the most suitable 
accommodation which could be found for handicapped 
children who, in their own interest and in that of house- 
holders, could not reasonably be placed in billets. After 
expert inspection a number of these camps have not been 
found suitable for continued use by such children in winter 
conditions, and five have been vacated. It will probably 
be necessary to vacate two further camps as soon as suit- 
able accommodation can be made available elsewhere. 


Supply of Glucose 


Replying to Mr. Ropert Morean, Mr. W. 8. Morrison, 
Chancellor of the Duchy of Lancaster, said that firms 
manufacturing or using glucose had not been told that no 
further raw material would be issued for the manufacture 
of glucose. Special arrangements had, in fact, been made 
to supply maize to glucose factories within the past few 
days. The quantity of maize arriving during recent weeks 
had been below normal, and purchases had been made in 
South Africa and elsewhere, substantial shipments being 
on the way. As supplies became available, purchases 
would be continued from all possible sources. It was 
intended while the shortage lasted to allocate maize 
supplies to the most urgent needs, and he hoped to be able 
to allocate to the glucose industry a substantial proportion 
of its requirements. 


Retention of Slum Dwellings 


Replying to Mr. Davip Apams, Miss Horssprues said 
that it was the intention of the Minister of Health that 
slum houses which were empty should be left standing. 
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Such houses, although unfit for human habitation might, 


in the event of a considerable destruction of housing 
accommodation owing to enemy action, be brought tem- 
porarily into use. The Minister had already advised local 


authorities in response to inquiries to do everything poss- 
ible to ensure that these houses were protected and, where 
necessary, disinfested. 


Health Insurance Transfers 


Mr. Georce Grirrirss asked if it was intended under 
circular A.3.322 that the provision that no insured person 
should transfer from one society to another came into force 
at once or would it allow transfers up to the end of the year. 

Miss HorssrvucnH replied: A circular will be issued 
shortly to all approved societies indicating that no objec- 
tion will be raised to the completion of transfers as at 
Jan. 1, 1940, in cases where the transferor society had, 
before Sept. 3, 1939, given formal consent to the transfer, 


. IN ENGLAND—NOW 


(FROM OUR PERIPATETIC 
THE department of the medical officer of health 
has migrated from its spacious Victorian offices in the 
business centre of the city to a seedy and uncomfort- 
able-looking mansion in the grounds of a large muni- 
cipal institution farther out ; and there he and his 
colleagues try to cope with the almost impossible 
tasks imposed upon them. They are busy with 
A.R.P., first-aid posts, ambulances, hospitals, prob- 
lems of evacuation, beds for air-raid and service 
casualties, and many other new difficulties, in addition 
to what survives of their peace-time responsibilities. 
Not for a long time, I imagine, have they been thrown 
into such close contact with the main body of the 
local profession, and particularly with both medical 
and lay members of the voluntary hospitals. The 
M.O.H. and his staff, together with the group hospital 
officer who is housed elsewhere, stand as a buffer 
between the doctors, the local politicians in charge of 
municipal hospitals, and the often silent or undecided 
Ministry of Health; and undoubtedly they receive 
many a kick which ought rather to impinge on the 
pants of the Minister or his proxies at Whitehall. 
They deserve a proper meed of sympathy, in a situation 
that will remain difficult until the community has 
made up its mind how far vested interests are to be 
allowed to stand in the way of an adequate hospital 
service in time of war. The war has created a task 
altogether too big to be compassed by local politicians 
and their permanent officials, or by isolated groups of 
the profession itself. Through the Ministry of Health 
the community has in effect asked the profession to 
run its war-time hospital service, and the spirit of the 
initial response to that request has been unselfish and 
determined. Where it becomes clear that there is 
unfairness, the profession asks that the community, 
in the same spirit, shall put it right. The Ministry of 
Health, for example, has closed down certain hospitals 
in dangerous areas, and asked the consultant staffs to 
work elsewhere ; it would be unfair to allow such 
action to force those transferred staffs into a system 
of hospital working which they think not so efficient as 
their own, or to ask them to build up new and extended 
hospital units without ensuring that they will not be 
hindered by the narrow interests of local authorities. 
* * * 


“ee. 


CORRESPONDENTS ). 


Whether they like it or not, medical administrators 
are being forced by events back into the general body 
of doctors faced with an urgent practical task. 
Henceforward their work will be done in the intense 
light of informed criticism by their peers, and the 
inefficient will find it ainful. The technique 
adopted to satisfy national or local politicians and 
so to safeguard their own sphere of free action will 
not do for their fellow doctors who having access to 
the facts can assess them medically. But the man 
who is a real leader, and who earns the goodwill and 
coéperation of his colleagues, will be able to rely on 
priceless support from them against all comers. 
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and the insured person and both societies concerned desire 
that the transfer should take effect. 


Deafness from Engine Noise 


Sir Francis FREMANTLE asked the Secretary of State 
for Air, what action he had taken to reduce deafness from 
engine noise in the aviators and mechanics of his depart- 
ment, and to ascertain and train the deafened for further 
service ; and whether he would obtain the codperation of 
the National Institute for the Deaf in the matter.—Sir 
KINGSLEY Woop replied: Devices to lessen the effect of 
aircraft noise are provided for all flying personnel and 
research into the question is continuing. Nerve deafness 
due to engine noise affects the hearing to a minor degree 
only and, as cases are detected at an early stage, does not 
ordinarily result in incapacitation. All flying personnel 
are examined periodically to assess the condition of their 
special sense organs, including the ears. 


Fiat justitia, ruat celum—in other words, the 
assizes go on, war or no war. I have just spent a 
day there, to find justice being dispensed with all its 
usual solidity and smoothness. I always like to see 
the entrance of the judges’ procession at the start 
of the day; it has colour and great dignity, and the 
assize trumpeter (usually there are two, but one has 
gone to the wars) is one of our most delightful institu- 
tions. Nor is the solemnity always unrelieved, for 
on the day set apart for the hearing of matrimonial 
causes the procession usually files in to the trumpeting 
of some such air as ‘‘ Home, Sweet Home.’’ Whatever 
may be the faults of the legal profession vis-a-vis the 
interests and convenience of the general community, 
it can give points to the medical profession in the 
maintenance of its traditions, and of all those out- 
ward and visible signs which express the consciousness 
of its inward and professional values. The mere 
presence of his ermined Lordship on the bench, and 
of the gowned and bewigged seniors in the K.C.’s 
desks, sets an unmistakable tone to the general work- 
ing of the Law. 

It ought to be made compulsory for final-year 
medical students to spend some days at each assize in 
both civil and criminal courts, not only to become 
familiar with the medical aspect of various types of 
case, but also as part of their general education. 
They would realise on how sure and solid a foundation 
must a medical opinion be based if it is to stand up to 
cross-examination by a first-rate barrister ; it might 
save them later from lightly givi ini 
haps subconsciously to please a patient or a solicitor— 
which cannot be supported out of the general body of 
medical knowledge. This does not mean that bluff 
or even special pleading on the part of a medical 
witness may not at times succeed—often because 
counsel on the other side has not been adequately 
instructed by his own medical witness. But given 
an interesting case, with sound honest medical experts 
on opposite sides, a day in the courts can be as enter- 
taining and exciting as a play, and far more educative 
than an afternoon in the operating theatre watching 
the removal of a cerebral tumour. 

The genial policemen guarding the door of the 
civil court were just the same as ever, save that they 
had tin helmets and service respirators on their backs. 
A group of women witnesses had just emerged from 
court, and were somewhat noisily comparing notes in 
the corridor. ‘‘ Now you ladies,’ said one of the 
solemn-faced policemen, “ if you cackle like that just 
outside this door, and the Judge hears you, he’ll have 
you back and give you each three years.” 





* * * 


In our little town in Fife the war has forced us to 
conduct an interesting dietetic experiment. We set 
up a communal kitchen for the evacuees; our 
treasurer was allowed to collect the 8s. 6d. a week 
for each child from the post office. He then handed 
over 3s. per child per week to each householder and 
kept the 5s. 6d. for the kitchen fund. The children 
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get three meals a day at the kitchen and much to our 
surprise we find it can be done quite satisfactorily 
on this small sum. The mothers with children who 
feed at the kitchen have to pay for their own and their 
children’s meals at the rate of 7s. per week for adults, 
5s. 3d. for children from 4 to 14 years, 3s. 6d. for 
children from 1 to 3 years, and 1s. 9d. for children 
of less than 1 year. 
For breakfast they 
cocoa, and 
have eggs 


and milk, tea, 
Sundays they 
For midday dinners 
there are two meatless days with lentil or potato 
soup with brown bread and a suet pudding. On 
other days there are vegetable soup, and mince, stew, 
stoved potatoes, or shepherd’s pie in turn. When 
there is no soup they get a pudding: bread pudding, 


had porridge 
bread and butter. On 
and fried bread. 


fresh fruit and custard, pastry, or sponge. On 
Sundays they have cold mince mould or pies, and 
fruit salad (made from dried fruit) and jelly and 
custard. 


Tea consists of tea and milk, bread and butter or 
jam, or buns, biscuits, and on meatless days an apple 
or a piece of cheese extra. 

The church hall was requisitioned for the kitchen and 
we borrowed boilers, a stove and a lot of cooking 
equipment from the red cross camping store. The 
rest of equipment and other expenses came out of 
the A.R.P. fund. All the helpers are voluntary 
except the cook who is paid £2 per week from the 
A.R.P. fund. We allow for each child about } pint 
of milk, 2-3 oz. meat, and 8 oz. bread a day. 


* * * 


Nearly all my medical societies and special medical 
clubs have shut up shop, as far as meetings are con- 
cerned. We have had a successful series of weekly 
lectures on war wounds and injuries at the Liverpool 
Medical Institution under the chairmanship of the 
group hospital officer; but that is all. It looks as 
though we shall actually have to trek up to the Royal 
Society of Medicine, if we hanker after a medical 
meeting. Practice being what it is—or rather what 
it isn’t—I can foresee such jaunts becoming as rare 
and exciting as a cup final. My house physician (I 
hope that by then he will be employed by the E.M.S. 
at £350 a year) will no doubt run up by the morning 
train and stay for a show at night. In default of a 
cheap day excursion, I have in mind niyself to look 

- out a stout pair of nailed boots some days before the 
meeting and tramp it, arranging to pick up one or two 
evacuated and ruined Harley Street friends en route. 
The road from the North through Aylesbury has its 
points ; for by now the Editor of The Lancet ought to 
have settled down to country pursuits, and the 
slipping of a stray duck inside his coat lining on his 
way home from work ought not to be beyond him, for 
hospitality’s sake. Moreover to a man who can 
produce The Lancet from Aylesbury, the mise en 
scéne of green peas and other proper accompaniments 
is mere child’s play. It should be a very good meet- 
ing—at Aylesbury ; and if perchance we did not make 
London in time for the formal meeting, I could always 
find out later from my houseman whether anything 
of importance had emerged therefrom. 


« . . . A medical radiologist now serving abroad 
reported that he had been allotted the cloakroom of a 
casino for his X-ray department. No water, gas, or elec- 
tric current was at first available, although in other respects 
the situation was quite inviting, especially the slot for 
gratuities which still remained on the counter, though the 
drawer underneath it was empty. This radiologist had to 
call in workmen to carry out the necessary fitting. Some- 
times they would arrive with the materials but without 
the tools, sometimes with the tools but without the 
materials, and at other times without either. In the end 
the radiologist had to turn to and carry out the work 
himself.”—Major D. B. McGricor, president of the 
British Institute of Radiology, speaking at the October 
meeting. 


VACANCTIES.—BIRTHS, MARRIAGES 
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V acancies 


Birmingham and Midland Eye Hosp.—H.8., at rate of £130. 

Birmingham and Midland Hosp. for Women.—Two H.S.’s, each 
at rate of £100. 

Boston General Hosp Res. M.O 

Braintree, Black Notle 
Also jun. asst. M. 
house officer, at rate of £130 

Cambridge, Addenbrooke’s Hosp —Cas. O. and supernumerary. 


, at rate of £150. 
Sanatorium.—Second asst. M.O. £350. 


Cardiff, King Edward VII Welsh National Memorial Assn.— 
Asst. res. M.O. for Glan Ely Hosp., £200 
Castleford Urban District Council.—M.O.H., £800. 


Dudley, Guest Hosp H.S., £150. 

Halifax Roual Infirmary Res. surg. O., £250. 

Hull, Anlaby Road Inatitution.—Asst. M.O., £350. 

Ilford, West Ham Hosp. a pivecus and Mental Disorders, 
loodmayes.—Jun. M.O., 

Lincoln County. —Temporary ao M.O., £800. 

Manchester, Barnes Convalescent Hosp. ‘Res. H.P. and res. H.S ° 
each at rate of £150. 

Newnort, Mon., lydia Beynon Maternity Hosp.—Res. M.O. and 
asst M.O. for maternity and child welfare, £450 

Nottingham Hosp. for Women.—H.8., at rate of £150. 

Oldham Royal Infirmary.—H.8. to eye and ear, nose and throat 
dept. and H.P., at rate of £175. 

Plymouth, Prince of Wales's Hosp., 
rate of £120. 

Queen’s Hosp. for Children, Hackney Road, E..2 
each at rate of £100 ‘ 

Roval Cancer Hosp., Fulham Roa#, 8.W.3.—H.S., at rate of £100. 

Royal Free Hosp., Gray’s Inn Road, W.C.1.—Registrar in ear, 
nose, and throat dept., at rate of £100. 

Stoke-on- -Trent, London Road Hosp.—Sen. res. asst. M.O., £350. 

West Susser Administrative County.—County M.O., and school 
M.O., £1300. 

Specialist Medical Referee vacancies under the Workmen’s 
Compensation Act, 1925,to take ophthalmic cases arisi = 
the county-court districts of: irmingham (circuit 
21); Bromsgrove, Bromyard, Kidderminster, Stourbridge, 
Tenbury, Worcester, Evesham, Great Malvern, Hay, 
Hereford, Ledbury, Leominster, and Kington (circuit No. 
22); Atherstone, Coventry, Bletchley and Leighton Buz- 
zard, Northampton, Daventry, Rugby, and Nuneaton 
(cireuit No. 23); Aylesbury, High Wycombe, Banbury, 
ea. Buckingham, Chipping Norton, Oxford, 
Thame, Wallingford, Wantage, Vitney, Henley-on- 
Thames, Windsor, and Reading (circuit No. 36). Applica- 
tions to the private secretary, Home Office, Whitehall, 
London, 8.W.1, before Nov. 18. Also Medical Referee 
for the county court districts of Bromley and Sevenoaks 
(circuit No. 56). Applications as above before Nov. 16. 

The Chief Inspector of Factories announces vacancies for 
examining surgeons at Coleshill, Warwick, and at Islay, 


Greenbank Road.—H.53., at 


—H.P. and cas O., 


Argyll 
Births, Marriages and Deaths 
BIRTHS 
PeGG.—On Oct. hy in Calcutta, the wife of A. D. Pegg, 
F.R.C.S.E.—a son. 
PROSSER.—On Oct. 27, at Harrogate, the wife of Dr. L. J. 
Prosser—a son. 


STARLING.—On Oct. 23, at Eccleshall, Stafford, the wife of Dr. 
Evelyn Starling—a danghter. 
MARRIAGES 
NEWTON—WHITEHEAD.—On Oct. 21, at Kingswood, 
John Lambert Newton, M.R.C.S $ . of London, 


Whitehead, of Lower Kingswood. 
Wits0on—Box.—On Oct. 28, at Wincle, 


Surrey, 
to Merle 


Cheshire, Alexander 


Hutton Wilson, M.D., of Buxton, to Clarice J. Box, of 
Castleford. 
DEATHS 
McLAcHLAN.—On Oct. 23, in Capetown, Arthur Ronald 


McLachlan, F.R.C.8 

Peck.—On Oct. 27, at ‘Bournemouth, Lieut.-Colonel Edward 
George Peck, D.S.O., C.8. F 

POYNDER.—On Oct. 28, at East Grinstead, Frederick Cecil 
Poynder, M.B. Oxfd, aged 77. 

SAUNDERS.—On Oct. 26, at Kilburn, London, Allan Lindsey 
Saunders, M.R.C.S., ansesthetist to Paddington Green 
Children’s Hospital. 

VELLACOTT.—On Oct. 24, Philip Northcott Vellacott, O.B.E., 

M.B. ~~ F.R.C.8., of Crowborough. 

Wal be t. 25 at Shamva, Salisbury, 8S. Rhodesia, James 
Bligh Wall, M. R.C.S., L.S.A. , aged 71. 

WEBSTER.—On Oct. 26, at Margate, Percy Lawrance Webster, 
M.R.C.S., L.D.S., late surgeon to the Royal Sea-bathing 
Hospital, Margate. 








Anpoistinieiie 


DORAN, F. A., M.B. Camb., resident registrar to the surgical 
outpatient department of the Manchester Royal Infirmary. 

McKEE - G. K., F.R.C.S., hon. assistant surgeon to the ortho- 

dic department of the Jonny Lind Hospital for Children, 
lexwhs 

ROBINSON, Cc. M.B. Dubl., 
Belfast Mental Hospital. 

Examining Surgeon under the Factories Act, 
G. D. Carter (Modbury district, Devonshire). 


assistant medical officer at the 
1937: Dr. 
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TETANUS FOLLOWING INTRAMUSCULAR 
INJECTIONS 


A CASE of tetanus, presumably due to intramuscular 
injections of procaine with a dirty needle, is described 
by M. Loubejac and D. Samonati in the Boletin de la 
Sociedad de Cirugia de Montevideo (1939, No. 1, p. 5). 
The patient, a woman of 35, had an intragluteal abscess 
in each buttock. She confessed that fifteen days 
previously she had given herself three injections of a 
4 per cent. solution of procaine and had not boiled or 
otherwise sterilised the needle and syringe. Despite 
antitetanic treatment and evacuation of both 
abscesses she died. No tetanus bacilli or their spores 
were found in the pus, and none grew in anaerobic 
cultures. Loubejac and Samonati point out that 
tetanus due to therapeutic injection is rare, but that 
cases have been known to follow the injection of 
badly sterilised gelatin. In their patient, however, 
the contamination must have been caused by the 
needle, the procaine having been found free from 
organisms. In discussing the case Dr. D. Prat threw 
some doubt onits etiology. He said it was uncommon 
for an abscess to be the portal of entry of tetanus ; 
the alleged length of incubation (fifteen days) was 
usually associated with a mild form of the disease ; 
and other possible sites of entry—e.g., visceral—had 
not been excluded. 


IN HONOUR OF CUSHING 

WE have received from Schuman’s of New York a 
catalogue entitled Seventy Noteworthy Medical 
Rareties (on the birthday-cake principle), published 
in honour of the late Harvey Cushing’s seventieth 
birthday. We doubt whether any bookseller has 
ever previously issued a catalogue to commemorate 
such an event, and it is all the more apt because 
Cushing was a great bibliophile and was at work on a 
bibliography of Vesalius when death overtook him. 
There are four books by Vesalius in Schuman’s cata- 
logue ; but the most interesting item is a collection 
of medical manuscripts probably written in Italy in 
the early part of the thirteenth century, including a 
copy of the Liber Aureus, formerly ascribed to 
Constantinus Africanus but now believed to be by 
his pupil Joannes Afflacius; the Practica Pantegni 
of Constantinus Africanus, being the second half of the 
Haly Abbas translated by him from the Arabic; and 
the poem De Urinis by Giles of Corbeil. Constantinus, 
born at Carthage, introduced Arabian science to 
Salerno, and Giles of Corbeil was chiefly responsible 
for conveying the Salternitan lore to Paris. 


INFLUENZA VIRUS VACCINE 

THE inoculation department of St. Mary’s Hospital, 
London, now issue a prophylactic vaccine consisting 
of a formalinised suspension of several strains of the 
virus isolated from cases of human influenza. In 
order to protect against the bacteria responsible for 
complications, it is recommended that the virus 
vaccine should be used in conjunction with a mixed 
bacterial vaccine. The immunity following influenza 
virus vaccine takes about two weeks to reach its 
height and remains at a high level for three months. 
It is therefore advisable to commence inoculation in 
October or November and to give a second series 
three months later. Messrs. Parke, Davis and Co., from 
whom the virus may be obtained, advise a first course 
of one dose of influenza virus vaccine and two doses 
(0-5 c.em. and 1 c.cm.) of their anti-influenza vaccine 
(mixed). The second course should consist of a 
1 c.cm. dose of virus vaccine and 1 c.cm. of the anti- 
influenza vaccine (mixed). 


FOLLOWING THE WAR.—-We have received from 
John Bartholomew, The Geographical Institute, 
Duncan Street, Edinburgh, 9, a war map of Germany, 
Poland and the adjacent countries. For a modest 
ls. 6d, it reminds us of the Munich partition, and 
such forgotten lands as Moravia, Slovakia, and the 
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Carpatho-Ukraine. The partition of Poland is clearly 
marked and the western front is there ready for 
developments. Unfortunately Finland is outside 
its scope. Even so, it is just the thing to keep our 
arm-chair strategists busy in the long blacked-out 
evenings. 


WE are informed that Sulfarsenol (sulphars- 
phenamine) is now being manufactured in England. 
As heretofore supplies may be obtained from Modern 
Pharmacals Ltd., 12, Guilford Street, London, W.C.1. 


CORRIGENDUM.—The publishers of ‘‘ Operative 
Orthopedics ’’ by Dr. W. C. Campbell, reviewed in our 
issue of Oct. 28, are Messrs. Henry Kimpton, and 
the price is 60s. 





Dr. Bedford Fenwick, who died on Oct. 14, was the 
eldest son of Dr. Samuel Fenwick, physician to the 
London Hospital. After studying in London, Paris, 
Vienna, Leipzig and Berlin he became attached.to the 
Hospital for Women, Soho, and eventually retired as 
senior consulting gynecologist. The great motif of his 
life was the improvement in the social and legal status of 
hospital-trained nurses, and he was largely responsible for 
the passing of the Nurses Registration Act of 1920. 
Subsequently he formed a trust fund for providing and 
promoting the education of nurses. This included the 
acquisition of premises for the British College of Nursing, 
the administration of which he patiently carried on in 
spite of years of ill health. 


... “Is not the statistician rather like Cassandra 
of Troy ? He is compelled to tell the truth but his gods 


will allow nobody to believe him.’’—From a recent private 
letter to the Editor. 


Medical Diary 


Week beginning November 6 


BRITISH POSTGRADUATE MEDICAL SCHOOL. 
DAILY 
10 a.M.—4 P.m., Medical clinics; surgical clinics and opera- 
tions ; obstetrical and gynzcological clinics and operations. 


1.30-2 P.mM., Postmortem demonstration. 
MONDAY 

4—6 Pp.m., Lord Horder : 
WEDNESDAY . , 
11.30 a.m., Clinical-pathological conference (medical). 

p.M., Clinical-pathological conference (surgical). 

THURSDAY 

2-4 p.m., Dr. Duncan White : 
FRIDAY : 
2 p.M., Clinical-pathological conference (gynzecological). 


Ward clinic. 


2.30 


Radiological conference. 


The Lancet 100 Years Ago 


Nov. 2, 1839, p. 206. 


A quotation from the Morning Herald of Sept. 30, 
1839. 


At an inquest held in the parish of Islington, on Saturday 
morning, Mr. Wakley, M.P., and Coroner, said that he had 
resolved, as soon as he was a little longer in office, to make 
it a general rule throughout the western division of 
Middlesex, to have post-mortem examinations in all cases 
of sudden death. . . . The reporter hopes that he is not 
overstepping the bounds of his province when he states, 
from what he has heard and seen, that there is a very 
strong feeling among the majority of the public against 
Mr. Wakley’s predilection for dissecting (many deem it 
mangling without reasonable motive) the dead bodies of 
persons on whom he causes inquests to be holden. His 
decision, already put in practice, of holding inquests on 
the bodies of females who have died in child-birth, or 
shortly afterwards, has excited such painful feelings, that 
it is to be feared that they will find vent in a way by no 
means pleasant to the medical Member of Parliament and 
Coroner. 
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